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Abstract
This study explores the experiences of a group of midwives when caring for 
women who are having obstetric emergencies in labour. The study aimed to 
investigate the experiences of midwives to answer the research question ‘What 
is the lived experience of caring for women during obstetric emergencies in 
labour, as perceived through the experiences of midwives?’ The study utilised a 
descriptive phenomenological approach in which mid wives were asked to 
recount their experiences during a non-directed interview. The data were 
analysed using a modified version of Colaizzi’s (1978) framework. The study was 
conducted in two maternity units within National Health Service Trusts in the 
East of England. The participants comprised a convenience sample of eleven 
mid wives with between six months and twenty-five years experience, all of whom 
had given care during obstetric emergencies in labour -  in either acute or 
midwifery led units, or in the community setting. Four theme categories and 
twelve associated theme clusters were identified. The four theme categories 
were: learning to care; involvement; coping; and valuing and respecting. The 
study suggests that caring in obstetric emergencies is a demanding and, at 
times, exhausting reciprocal partnership between the midwife and the woman. 
The midwife-mother relationship is characterised by varying degrees of 
involvement. Caring is initiated in response to actual or perceived needs or 
wants, and is communicated through physical presence and an intense 
emotional connection. The woman and her family are valued and respected, 
which facilitates the connection. The ability to care and to cope in these difficult 
clinical situations is influenced by a number of factors, including the level of 
perceived support from colleagues and events in the midwife’s’ personal life. 
Caring is enhanced by an extended experiential knowledge base and can be
11
extended beyond personally determined boundaries if either of these two factors 
is enhanced. The study offers insight into a previously unexplored aspect of 
midwifery practice, and has ramifications for both undergraduate preparation of 
student midwives, and the support and continuing professional development of 
qualified staff.
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Chapter One
1.1 Introduction
Care in labour and delivery has undergone significant changes during the last 30 
years. Technical advances mean that it is now possible to effectively manage many 
of the previously life-threatening complications of labour and birth. However, when 
women experience an obstetric emergency in labour, the effects can be devastating 
resulting in morbidity, and in some cases mortality of mother and baby. These 
experiences permeate their lives and the lives of those around them. For midwives, 
caring for women and their families in this situation is a challenging and, at times, 
distressing aspect of practice.
The aim of this study was to explore midwives’ experiences of caring for women and 
their families during obstetric emergencies in labour. The research was undertaken 
over a 12-month period in two NHS Trusts in the East of England, which comprised 
both consultant and midwifery, led units. The study took a phenomenological 
approach to answer the research question: “What is the lived experience of caring for 
women during obstetric emergencies in labour, as perceived through the experiences 
of midwives?’’
This research question developed from the desire to understand the experience of 
obstetric emergency from the perspective of the midwives who were delivering care. 
The lack of authoritative literature identified in the short literature review outlined 
below, coupled with the sensitive nature of the subject matter led the researcher to 
utilise a qualitative approach. Phenomenology was selected as the most appropriate 
method because it enables the researcher to explore the experience of the midwife
caring for a woman during an obstetric emergency. Care! (2013) states that using 
phenomenology generates a wide-ranging account of the phenomenon by enabling 
the researcher to view the lived experience through another’s eyes.
The study utilised a Husserlian phenomenological approach. Adopting such an 
approach requires the researcher to hold their own thoughts and preconceived 
notions on the subject to be studied in abeyance -  a process known as bracketing 
(Hamill & Sinclair, 2010). Whilst the researcher is required to suspend their own 
presuppositions, several authors also recommend that the full literature review be 
delayed until the data collection and analysis process have been completed (Field & 
Morse, 1995; McGhee et a/, 2007). This was the approach utilised in this study and 
only a short literature review was undertaken prior to commencement of the study, 
the rationale for this is further explored in Section 1.2.
1.2 Rationale for Short Literature Review
What follows in this introductory Chapter represents a short literature review and the 
rationale for undertaking this is described in this Section. Smith et al (2009) describe 
this “short” review as enabling the researcher to “ Identify a gap which your research 
question can address” whilst trying to “ suspend preconceptions when it comes to 
designing and conducting interviews or other data collection events”(p.42). The short 
review in this study was undertaken to determine if other authors had explored the 
subject of mid wives’ experiences of obstetric emergencies in labour, and to identify if 
there was a gap in understanding in this area. Undertaking a short literature review 
also helped to explain why this particular research question was relevant by 
demonstrating a deficiency in our understanding. It was also necessary to undertake 
this short literature review in order to determine that the proposed research fulfilled
the requirements of a doctoral study, in that it should add a unique perspective to the 
existing body of knowledge. Moreover the research literature identifies the potential 
disadvantages of undertaking the full literature review prior to commencing data 
collection and analysis (Smith et al, 2009). There are particular concerns that this 
may lead the researcher to only select data that were relevant according to the 
literature, or inhibit the researcher from forming new insights (Bednell, 2006; 
Creswell, 2009; Johnson & Christensen, 2012; Munhall & Chenail, 2008; Shank, 
2005; Streubert & Carpenter, 2010). Consequently, undertaking the full literature 
review was delayed until after the data analysis and it is therefore located in Chapter 
5 following the findings. It is important to acknowledge that the researcher was 
therefore aware of the literature that was explored in the short literature review, and 
by virtue of being a practicing midwife was exposed to other literature as part of her 
daily working life. Utilising this approach does not mean that the researcher had no 
prior knowledge of any literature, but merely that it minimised this exposure until after 
data analysis. In addition any beliefs or presuppositions that such exposure had 
produced were made explicit through the reflective log (See Section 3.7.1). This was 
the approach taken by Tina Koch as outlined in a personal communication (2013) “ I 
argue that you provide a context for your study, then soak yourself in the data, 
develop themes and then read to find out what others who are asking a similar 
research question have said ...hopefully constituting some new knowledge”. She also 
states “ it would be naïve to think you can fully bracket knowledge ... even if you are 
not reading the current literature”. The researcher therefore acknowledges that this 
delay only minimised and did not eliminate the risk of bias. However it is important to 
understand the rationale behind this approach and this is outlined below.
The discussion that follows outlines the methodological literature, which supports the 
notion of delaying a full literature review until after the data collection and analysis
phase of the study. Morse (2002) discusses the fear felt by many qualitative 
researchers that accessing the literature before commencing fieldwork may invalidate 
their work by violating the principles of induction. Whilst it is necessary for a 
researcher to be able to make a case for undertaking a particular piece of research, 
some methodologists, and in particular grounded theorists and phenomenologists, 
suggest that extensive prior knowledge of the literature might lead to deductive 
reasoning during the data analysis process (Becker, 1993; Cutcliffe, 2000; Glaser, 
1998; Hamill & Sinclair, 2010; Heath & Cowley, 2004; Smith et al, 2009). Heath and 
Cowley (2004) state that researchers should be aware of ‘near misses in discovering 
new theory, which is a process whereby as the theory begins to emerge, literature of 
close relevance is recognised or read and its powerful impact bends the merging 
theory from its true path’ (page 143). Heath (2006) suggests that undertaking a full 
literature review prior to analysis of the data may form a barrier to developing new 
insights as researchers may select data which is in accord with existing literature, and 
conversely may avoid data that represents a contradictory view. If this occurs then 
existing literature may structure the analysis of new data in an undesirable manner. It 
is possible to draw insights from the grounded theory approach, and to identify the 
potential pitfalls that an early review of the literature may present when using other 
qualitative approaches, in particular phenomenology.
Several authors have advocated delaying the full literature review until after the 
analysis of the data in qualitative studies (Bednell, 2006; Creswell, 2009; Johnson & 
Christensen, 2012; Munhall & Chenail, 2008; Shank, 2005; Streubert & Carpenter,
2010). The common rationale for delaying the review is to minimise the impact of 
existing knowledge on the interpretation and analysis of the literature. Johnson and 
Christensen (2012) suggest that it is important to only examine a narrow range of 
literature in order to establish that the study needs to be undertaken, and only after
the data has been collected should a thorough literature review be undertaken. They 
suggest this method promotes a full exploratory approach in which interpretations 
and theory emerge from the data collected, and are only later integrated with the 
published literature. Similarly Munhall and Chenail (2008) advocate the literature 
review is postponed until after the data analysis in order to avoid the introduction of 
preconceived notions and bias. Creswell (2009) notes that unlike quantitative studies 
where the literature review occurs at the outset of the research journey, in qualitative 
studies it is less likely that literature is utilised to frame the study.
In addition to the generic literature, which supports a delay in undertaking the 
literature review, several authors have espoused this approach when undertaking 
phenomenological research. Hamill and Sinclair (2010) describe the practical 
techniques that can be utilised in undertaking Husserlian phenomenological research. 
They discuss the challenges of bracketing pre-held suppositions in order that the 
research represents the participants’ views. Whilst a further exploration of the work 
on bracketing is contained in Section 2.3.1 and 3.7, it is useful to note that they 
advise ' delay the literature review until after data collection and analysis to ensure 
you are not phrasing questions or analysing data for themes you know exist in the 
literature’ (p.20). Similarly Streubert and Carpenter (2010) suggest that one way of 
facilitating a pre-suppositionless approach is to avoid carrying out any form of 
literature review until after the data have been collected and analysed. Finally Smith 
et al. (2009) propose that only a “short” (p.43) literature review is undertaken to 
identify the gap a research question might address and to limit the development of 
preconceptions.
From the studies cited it is evident there is an established view among qualitative 
researchers that supports undertaking the literature review following data collection
and analysis. The rationale for this delay relates to a desire to avoid the researcher’s 
interpretation being influenced by existing themes in the literature. It is important to 
acknowledge that it is impossible for a researcher to completely avoid all exposure to 
the literature, and so the approach taken in this study was to seek to minimise any 
influence by delaying the review. In addition the researcher utilised the reflective log 
to make any presuppositions explicit at the outset of the study. A fuller exposition of 
the use of the reflective log and illustrative examples can be found in Sections 2.3.2 
and 3.7.
This researcher therefore undertook a “short” literature review (Smith et al, 2009) that 
is detailed in Section 1.3.1 and 1.3.2. This short review utilised literature from a 
ranges of sources including primary literature, secondary sources, Department of 
Health data, professional bodies, and third sector sources. Electronic databases were 
utilised including CINAHL (Cumulative Index to Nursing and Allied Health Literature), 
EBSCO host, MEDLINE, MIDIRS (Midwives Information and Resource Digest), 
Pubmed, Maternity and Infant Care, and Ovid Journals. These databases were 
searched from 1970 -2013. The search looked at the context of midwifery care and 
care in obstetric emergencies using the following search terms, in addition the key 
words were combined using Boolean logic and truncation characters:
Birth statistics.
UK birth rates.
Birth complications.
UK birth complication rates.
Definition of obstetric emergency.
Care in obstetric emergency.
Midwives’ experiences and obstetric emergency.
Women’s experience and obstetric emergency.
The short literature review that follows represents the literature that was evaluated 
and utilised to frame this doctoral study.
1.3 Background
1.3.1 The Context of Midwifery Care
It is useful to first understand the context in which contemporary maternity care is 
delivered and in which this study was located. The delivery of care in pregnancy, 
labour, and the postnatal period, occurs in a rapidly changing environment where the 
provision of, and nature of care evolves to meet complex demographic, political and 
economic drivers. Symon (2006) outlines the tensions inherent in contemporary 
maternity care where ‘the individual approach that is theoretically on offer in 
maternity care is not guaranteed; that claims to knowledge by pregnant women and 
practitioners are not always evenly considered; and that choice has less impact on 
the delivery of maternity care than considerations of risk’ (p. 165)
From a demographic perspective, the United Kingdom has a rising birth rate, coupled 
with a growing number of women with underlying medical problems and complex 
pregnancies. In England, in 2011, there were 688,120 babies born, which represents 
an increase of 124,000 (22%) since 2001 (Royal College of Midwives, 2013). The 
Royal College of Mid wives (2013) estimates births in England will reach 743,000 by 
2014. In addition to the increasing numbers of births, there is evidence to suggest 
that each year the average age at which women give birth is increasing, and this has 
risen steadily by over a month every year since 1970 (Dabrowski, 2013). The Office 
for National Statistics (2013) states that the average age at which women give birth 
has risen from 26.4 years old in 1974 to 29.7 in 2011. There has also been an
increase in the number of women giving birth over the age of 40 in England, which 
has risen by almost 80% over the last ten years (Royal College of Midwives, 2013). 
The Healthcare Commission (2008) stated that too few women experience birth 
without medical intervention; the most significant being caesarean section, with the 
highest rates associated with older mothers, and women from particular ethnic 
groups. Furthermore, the Department of Health (2007) stated that the rising birth-rate, 
coupled with the increase in older mothers, would lead to a rise in the number of 
complex births and mothers and babies who need more specialist care.
These national trends have been mirrored in the East of England (where this study 
was located) where than has been a 22% rise in live births between 2001 and 2011 
(Royal College of Midwives, 2013). The two maternity units, and their associated 
midwifery led units, that were the focus of this study, had 4200 and 4250 births 
respectively in 2011 (Birth Choice UK, 2012). In addition, whilst both units had 
instrumental delivery rates below the national average, their caesarean section rates 
were well above the national average, and one of the units had the third-highest rate 
in the UK (Birth Choice UK, 2012). Both units had normal birth rates below the 
national average for 2011 (Birth Choice UK, 2012). With an average normal birth rate 
of only 41.8% in England (Birth Choice UK, 2012), it is evident that birth is becoming 
more complex, and the demands placed on the midwives who participated In this 
study are steadily increasing.
These demographic trends occur at a time when the political drive to facilitate choice 
means that there is an imperative to move birth closer to home. In addition, the 
National Health Service has seen significant changes to its staffing levels and skill 
mix, brought about by the Working Time Directive (Department of Health, 2007).
Furthermore, the Royal College of Midwives (2013) estimates that based upon the 
minimum number of midwives required to give 1:1 care in labour, England is 5000 
mid wives short of the required levels. At the time this study was being conducted, the 
Care Quality Commission had placed two of the maternity units within the region on 
special measures. This resulted in a cap on the number of deliveries in one unit, and 
displaced the outstanding deliveries to other units across the County, resulting in 
further pressures on the units involved in this study.
This overview has outlined the increasingly complex nature of maternity care 
provision, which has resulted from demographic, and policy changes in the UK. It is 
evident that the increasing birth-rate, coupled with a rise in the number of older 
women giving birth, means that nationally, the provision of midwifery care is 
becoming a greater challenge. The complications that arise from these changing 
demographics mean that mid wives are more frequently exposed to obstetric 
emergency in their everyday practice. In addition, at the time this study was 
undertaken, the maternity units within the sample faced particular challenges. These 
included very high caesarean section rates and the displacement of maternity 
provision from under-performing units to others within the region. The context of this 
study is therefore highly complex and provides insight into the origins and 
background of some of the challenges faced by the midwives who participated in this 
research.
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1.3.2 Obstetric Emergencies
Having examined the context in which care occurs, it is now important to consider the 
literature that was located surrounding the nature of, and care given during, obstetric 
emergencies in labour. As previously outlined this overview was undertaken to 
demonstrate the need for this doctoral level study. However, the main literature 
review was suspended until completion of the data collection and analysis as 
described in Section 1.2.
Campbell and Lee (2000) define an emergency as an obstetric complication of a 
serious and dangerous nature, which happens unexpectedly and requires prompt 
attention in order to preserve life. The World Health Organisation considers the 
maternal mortality ratio (expressed as maternal deaths per 100,000 live births) to be 
a pivotal measure of the quality of obstetric care (Adelaja & Taiwo, 2011). In the UK 
in the last triennium, the maternal mortality rate was 11.39 per 100,000 maternities. 
There was a decrease in direct deaths from 6.24 to 4.67 per 100,000 maternities from 
the previous triennium, largely due to a reduction in deaths from thromboembolism 
and, to a lesser degree, haemorrhage (Centre for Maternal and Child Enquiries,
2011). Obstetric emergencies however remain one of the leading causes of maternal 
mortality worldwide, and it is therefore important to understand the nature of the care 
given at this time (Haines & Cassels, 2004).
The World Health Organisation (2009) includes in its definition of major obstetric 
emergencies: haemorrhage, prolonged/obstructed labour, postpartum sepsis, pre­
eclampsia and eclampsia, ectopic pregnancy, ruptured uterus and intra-partum 
newborn distress. For the purposes of this study, this definition was further refined to
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make more explicit the inclusion of placental abruption, placenta praevia, placenta 
accreta, eclampsia, pre-eclampsia, ruptured uterus, inverted uterus, amniotic fluid 
embolism, prolapsed cord, shoulder dystocia, postpartum haemorrhage, sepsis and 
foetal hypoxia.
Given that midwives are one of the primary care providers in labour and birth, 
conducting 56.6% of all deliveries (Hospital Episode Statistics, 2012), understanding 
their role in obstetric emergency in labour would seem to be both of interest and 
importance. However, the short literature review revealed there were no studies 
explicitly examining obstetric emergencies from the perspective of the mid wives 
involved. One study was located which explored secondary post-traumatic stress in 
midwives following facilitation of traumatic birth (Leinweber & Rowe, 2010). A further 
study was located but, whilst this examined the lived experiences of practitioners in 
caring for women in obstetric emergency, the practitioners were obstetric nurses 
(Goldbort et al., 2011). Clearly, it would unwise to try and draw parallels between the 
experiences of obstetric nurses, whose role is secondary to that of medical 
practitioners, and mid wives who are frequently the lead clinician in these situations. 
This is particularly pertinent in obstetric emergencies because midwives are usually 
the primary caregivers in labour and, therefore, the first to recognise and initiate 
appropriate care when an emergency situation arises. The only other study 
examining care in obstetric emergency was centred on quantitative outcome-based 
measures, and the views and experiences of mid wives were not considered (Osman 
etal., 2009).
There have been a number of studies that have explored the impact of obstetric 
emergencies on women’s experiences of pregnancy (Beck, 2004; Berg & Dahlberg, 
1998; Bryanton et al., 2008; Goldbort, 2009; Maclean et al., 2000; Mapp & Hudson,
12
2005; Waldenstrom et al., 2004). However, unlike the nursing profession, where there 
is a significant history of trying to elucidate the meaning of caring from the 
perspective of the practitioner (Chinn, 1991), in midwifery there is a deficit in our 
understanding of this experience. So whilst we are becoming more familiar with the 
experiences of those receiving emergency care, there are no published studies that 
specifically explore obstetric emergency from the perspective of the midwifery 
caregivers. The assertion of Watson (2008) -  that to preserve human caring, it is 
necessary to value the experience of caregivers, as a source of knowledge -  seems 
to further reiterate the need to understand this area of midwifery practice. This 
research study remedies this, by describing midwives’ experiences of caring for 
women who have an obstetric emergency, in order to understand how we might both 
facilitate care more effectively in the future, and support the practitioners who provide 
this care.
There is some evidence to suggest that obstetric emergency is frequently 
mismanaged (Black & Brocklehurst, 2003), and this mismanagement has resulted in 
a pronounced rise in litigation claims in obstetrics and gynaecology (Fenn et al., 
2000; Wise, 2013). Maternity claims account for the highest value, and the second 
highest number of claims under the Clinical Negligence Scheme for Trusts (National 
Health Service Litigation Authority, 2012). Since the scheme commenced in 1985 to 
March 2011, more than 13000 claims have been made in obstetrics and gynaecology, 
with a total estimated value in excess of 5.2 billion pounds (National Health Service 
Litigation Authority, 2012). This report and previous government policy initiatives such 
as Maternity Matters (Department of Health, 2007) have acknowledged the scale of 
the issue, and indicate the need for further training and mentoring of all staff including 
midwives, to develop their skills and confidence in all aspects of labour and birth. This
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data further strengthens the imperative to understand the delivery of care from the 
perspective of the primary care givers, namely midwives.
From this short review of the literature, it was evident that this study represented an 
opportunity to examine a hitherto underexplored aspect of practice. Examining 
practice from a new perspective through this study will broaden the knowledge base 
by stimulating reflection upon, and discussion of, midwives’ personal knowledge, 
beliefs, values and philosophies in this area. Such reflection may, in some small way, 
enhance midwives’ and educators understanding of the experience of obstetric 
emergency, which may in turn contribute to improving the quality of care for women 
and their families.
Within this thesis the words ‘woman’ and ‘women’ are used to describe women who 
have experienced an obstetric emergency. Occasionally, the term ‘parent’ is used to 
describe women, and their partners, who have experienced these events. However, 
it should be noted that many women are alone, or their partner may not be the father 
of the baby that they are giving birth to, and as such it is used with caution.
‘Carer’, or ‘caregiver’, is utilised within the context of the research to describe 
midwives, who are the primary source of professional support at this time. It was not 
the researcher’s intention, in using these terms in this way, to deny the fact that 
persons other than midwives give valuable care at this time. Rather, it served to 
emphasise that the focus of this study was that of midwives’ caring experiences.
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1.4 Overview of the Chapters
Chapter One: introduction and Short Literature Review
Chapter One provides an introduction to the thesis and a broad overview of the study, 
outlining the research question and the methodological approach. The theoretical 
rationale for the delay in the full literature review is included. A short literature review 
outlines the context of the study and the nature of care given during obstetric 
emergencies in labour.
Chapter Two: Study Design
Within this Chapter the journey taken to select an appropriate methodology is 
outlined. The Chapter contains an overview of the phenomenological approach and 
the rationale for utilising it within this study is explored, and leads to a statement of 
the research question. In addition there is a discussion of data collection methods 
including the role and nature of interviews in phenomenological enquiry. The concept 
of bracketing is introduced and sampling techniques are described. Finally the 
selection and use of Colaizzi’s (1978) framework for data analysis is explored.
Chapter Three: Data Collection
This Chapter outlines the practical aspects of data collection and analysis used to 
support the implementation of Colaizzi’s (1978) framework. This includes an 
exploration of the ethical review process required to access respondents through a 
convenience sampling technique. The process of data collection is described in detail 
including an overview of each of the data collection interactions with the participants.
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A detailed discussion of the practical implementation of bracketing is included and is 
illustrated with quotations from the reflective log. Finally the framework utilised to 
handle and analyse the data is discussed.
Chapter Four: Findings
In this Chapter an overview of the findings of the study is presented. The findings are 
illustrated with excerpts from the transcribed interviews. Four theme categories are 
identified and described: learning to care; involvement; coping; and valuing and 
respecting. Both the exhaustive description and essential structure of the 
phenomenon are contained within this Chapter.
Chapter Five: Literature Review
This Chapter represents the delayed literature review as described in Chapter One. 
The literature was selected based on the themes and theme categories that emerged 
from the data in addition to the broader literature surrounding care. The literature 
surrounding the concept of care is explored with particular emphasis on the emotional 
aspects of caring in practice. The ethics of care are discussed and debated. The 
literature, which examines care in obstetric emergency, is outlined and the research 
surrounding perception of risk is also explored.
Chapter Six: Discussion
This Chapter discusses the theme categories, which emerged from the data in 
relation to the published literature. The discussion contextualises the findings in
16
relation to the published work and proposes some clear implications for education, 
practice and research.
Chapter Seven: Conclusion and Recommendations
In this Chapter an overview of the findings and conciusions of the research are 
presented together with proposals for future research, education and practice 
development. The study’s strengths and limitations are also summarised.
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Chapter Two
Study Design
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Chapter Two Study Design
2.1 The Context
The previous Chapter outlined the short review of the literature of midwives’ 
experiences of caring for women experiencing obstetric emergencies in labour. 
Whilst a small body of literature was identified which outlines the lived 
experiences of women in obstetric emergency documented (Beck, 2004; Berg & 
Dahlberg, 1998; Bryanton et al., 2008; Goldbort, 2009; Maclean et al., 2000; 
Mapp & Hudson, 2005; Waldenstrom et al., 2004) the experiences of midwives 
were not well documented. The exception to this comprised two studies one, 
which examined obstetric emergencies from the perspective of obstetric nurses 
in the USA (Goldbort et al., 2011) and the second which specifically explores the 
dynamic in the midwife-woman relationship in traumatic birth events (Leinweber 
& Rowe, 2010). The study by Goldbort at al (2011) is the only study published 
which looks specifically at care in obstetric emergency from the perspective of 
the caregiver. Whilst this study is methodologically similar to the research 
described within this thesis there is one fundamental issue, which bring its 
relevance into question. This study was undertaken not with midwives who often 
act as the lead care provider, but with obstetric nurses whose role is to assist the 
obstetrician in giving care in labour. It is evident that the perceptions of these two 
groups who are working in such differing systems of care are not immediately 
comparable. The paper by Leinweber and Rowe (2010) was a review of 
published literature looking specifically at secondary post traumatic stress, post 
traumatic stress disorder and compassion fatigue. Whilst this provides an 
interesting elucidation of the concept of traumatic stress in obstetrics, it has a
19
very narrow focus compared to the much broader research question posed in 
this study. Therefore, having established from the short review of the literature 
that relatively little is known about midwives’ experiences of obstetric 
emergency, this Chapter will present the most appropriate approach to 
investigate this important aspect of midwifery practice. This will involve an 
exploration of the paradigm and the methodology that was finally utilised, and 
led to a statement of the research question. The methodology is explored in this 
Chapter and the data collection methods are outlined in Chapter Three.
2.2 Selecting and Developing an Appropriate Methodology
2.2.1 The Paradigm
Selecting an appropriate methodology was a pivotal, yet inherently complex step 
in the research process. It involved, and was dependent upon, the careful 
consideration of a number of interrelated factors, which aimed to clarify and 
determine the focus of the study. It is therefore essential to reflect upon the 
nature of the phenomenon that was to be investigated, its conceptual maturity as 
well as the constraints of the setting, and the researcher’s ability, before an 
informed choice could be made.
The primary question that arose from consideration of these issues was whether 
the phenomenon that was to be studied was best illuminated in a qualitative or a 
positivist paradigm. A paradigm may be defined as a belief system, which guides 
the way we do things, and is characterised by its ontology, epistemology and 
methodology (Cuba, 1990).
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To address this issue, it was useful to consider whether there was a need for 
further clarity on the chosen phenomenon. If, as Field and Morse (1995) and 
Streubert and Carpenter (2010) suggest, there is little published on the subject, 
or perhaps what is published lacks depth and breadth, a qualitative methodology 
would be deemed the most appropriate. The conceptual immaturity of the 
subject of this research study was illustrated in the preceding Chapter, where the 
short review of the literature revealed only two published articles in this area, 
neither of which looked directly at mid wives' experiences, the intention of this 
study. The first indications would therefore seem to point to the use of a 
qualitative approach.
The notion that a qualitative perspective would be the most appropriate was 
further reinforced when considering the overall purpose of the project, which was 
to elicit the experiences of midwives caring for women during obstetric 
emergency. It is has been both suggested and disputed that caring is a 
phenomenon of which we all have experience (Wagner & Whaite, 2010). 
However, our awareness of caring results from our personal and private, as well 
as our professional lives. It is a phenomenon, which has been examined in 
nursing using both qualitative and positivist approaches (Clarke & Wheeler, 
1992; Watson, 2009; Winfield-Manogin et al., 2000). However, the studies, 
which utilise questionnaires and numerical scales, have been developed based 
on the conceptual frameworks of caring theory in nursing (Watson, 1999). Whilst 
it might be argued that nursing and midwifery are closeiy aligned, it seemed 
important to fully understand the experience of caring in midwifery to determine 
whether it parallels that of nursing before utilising such tools. The use of a 
qualitative approach would mirror the approach taken by nurse researchers in 
their initial exploration of caring, before they went on to develop quantitative
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measurement tools. The use of such tools, however, is the subject of debate 
(Ciarke & Wheeler, 1992; Finfgeld-Connett, 2008).
Making such a decision was not to challenge the fact that positivist research has 
contributed to the knowledge base, which informs and produces high-quality 
practice. It rather suggests that studies which examine phenomena which are 
not reducible, quantifiable, objective, and replicable have an important 
contribution to make to our understanding of practice from the participant’s 
perspective. Qualitative research is most useful when attempting to describe 
phenomena from the emic perspective, that is, from the participant’s point of 
view (Harris, 2001). For many, one of the weaknesses of positivist research is 
that it undervalues the worth of the perceptions of both practitioners and clients 
in the practice setting (Green & Thorogood, 2009). It can be seen to fail to 
address some of the foundations of midwifery and nursing knowledge, those of 
aesthetics, ethics and personal knowledge, focusing instead on empiricism or 
the science of practice (Streubert & Carpenter, 2010).
The strengths of qualitative work are that it facilitates the exploration of humans 
by humans in ways which acknowledge the value of evidence, the inevitability 
and worth of subjectivity, the value of the holistic view, the limitations of empirical 
evidence in relation to studying people, the value of ethical justification, aesthetic 
criticism and personal introspection, and the limitations of the meaning of 
statistical significance (Jackson & Borbasi, 2012).
Qualitative methodology may be seen to have six characteristics (Streubert & 
Carpenter, 2010). Firstly, it acknowledges that multiple realities exist and create 
meaning for the individuals studied. Secondly, it is committed to discovery
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through multiple ways of understanding. Thirdly, it recognises that there may be 
more than one approach to the phenomenon. Fourthly, it emphasises a 
commitment to the participant’s point of view, and grounds the researcher in real 
life. Fifthly, it accepts the participation of the researcher in the study and, as a 
consequence, requires some degree of subjectivity. Finally, it necessitates the 
reporting of the phenomenon to be an interpretation, which includes the 
participant’s comments. Whilst these parameters helped to identify those 
methods, which fit into the qualitative paradigm, the next step was to select a 
method, which would produce the best results in this instance. To facilitate this 
approach, the researcher addressed a number of core questions.
The first question considered was that of the purpose of the study. Several 
authors have explored the complexities of caring from philosophical (Roach, 
2013), psychosocial (Watson, 2012) and anthropological perspectives 
(Leininger, 1988). However, as highlighted in the short literature review, there is 
little published which examines the meaning of care in a midwifery context. This 
led the researcher to identify the need for its clarification within the context of 
obstetric emergencies in labour. The researcher was aware of the need to 
reduce the exploration of care to a manageable level, which would facilitate and 
guide the investigation. This was achieved through the decision to focus the 
study on capturing the essence of what the experience of caring is for mid wives 
in the context of obstetric emergencies in labour.
The second question considered was the nature of the knowledge that the study 
aimed to reveal. Following discussion with colieagues and personal reflection, it 
would appear that the knowledge of caring in obstetric emergency, that midwives 
had was located in their lived experiences. Given the short literature review only
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identified two studies related to caring in obstetric emergencies, it appeared 
appropriate to locate, explore and uncover this knowledge. It was acknowledged 
that the lived experiences of women, their partners and their families are of 
equal importance (Beck, 2004; Bryanton et al., 2008; Goldbort, 2009). However, 
it was decided that exploring the experience of care from this perspective would 
have added a degree of ethical complexity, which was beyond the scope of the 
proposed study, particularly when the sensitive and deeply personal nature of 
such experiences is understood.
The final consideration of Streubert and Carpenter (2010) was the setting in 
which the study would be undertaken. Three factors were influential in the final 
decision concerning the setting in which the study was conducted:
1. The researcher’s personal and professional interest in midwifery care and 
therefore the midwifery setting.
2. The availability of access to local maternity units to which the researcher 
had links.
3. The results of the short literature review which found no studies, which 
looked specifically at the experiences of care from the perspective of 
midwives, when an obstetric emergency occurs.
Taking these factors into consideration, the decision was made to focus the 
study on the meaning ascribed to care from the perspective of midwives during 
obstetric emergency and, as a result, to favour phenomenology over the use of a 
number of other qualitative approaches such as ethnography, grounded theory 
and narrative research. Ethnography is a qualitative methodology in which the 
researcher interprets and describes the beliefs, behaviours, values, and
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language of a culture-sharing group (Creswell, 2012). Whilst this approach may 
have been appropriate in gaining a clearer understanding of these 
characteristics, it wouid not fuliy elucidate the experiences of the mid wives 
involved. In addition, it would have required the researcher to spend a proionged 
period of time immersed in the day-to-day lives of the participants. Whilst this 
may have been possible had the researcher’s focus been on a broader area 
such as care in labour, the nature of obstetric emergencies means they are 
frequently unheralded, with the extensive period of observation required to 
capture these incidents meaning this was not an approach that could have been 
accommodated within the timeframe the researcher had available. Grounded 
theory was also rejected as a methodology, as its intent is to generate or 
discover a theory surrounding a phenomenon that has been previously 
described (Strauss & Corbin, 1998). The short literature review demonstrated 
that this phenomenon had not been described; therefore, this methodology was 
deemed inappropriate at this point. Whilst a narrative study was considered, it 
was felt that this did not fit with the aspiration to understand the experience of 
obstetric emergency from the view point of several individuals, but would rather 
have explored the professional life of that individual in a broader sense 
(Creswell, 2009).
From these preliminary considerations, it appeared that the most appropriate 
approach would be phenomenology, as it provided a deeper understanding of 
the phenomenon as midwives experienced it.
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2.2.2 Phenomenology
Phenomenology is a holisticaily orientated approach, which investigates the 
totality of a given phenomenon for an individual within a given cultural and 
contextual situation. It does not attempt to generate theory or explanation, but 
rather to search for meaning and understanding (Smith et al, 2009; Willig, 2008).
Phenomenology has been defined as both a phiiosophical movement, that seeks 
to investigate and describe phenomena as individuals experience them, without 
reference to their causation, and the researchers own preconceptions 
(Spiegelberg, 1975). It can be viewed as both a philosophy and a research 
method and has been described by Wagner (1983) as a system of interpretation 
of everything in the realm of our experience.
Thus, phenomenology can be seen equally as a way of thinking and perceiving, 
as it is a research method. Phenomenology is multifaceted, with 
phenomenologists holding diverse views, which led Spiegelberg (1975) to 
conclude that it should be described as a movement, rather than a school of 
thought. However, there have been several attempts to find some common 
ground within the movement. Stewart & Mickunas (1990) usefully describe four 
pivotal philosophical perspectives that are found in the traditional 
phenomenological approach:
• A return to a more traditional philosophical approach where the search 
for wisdom is valued above empiricism and scientism.
• A philosophy where presuppositions are suspended.
26
• The intentionality of consciousness, the notion that consciousness is 
directed towards an object, and the reality of an object is therefore one's 
consciousness of it.
• The reality of an object is only experienced through the meaning of one’s 
experience of that object.
The common aim of the phenomenological movement is to describe the lived 
experience of several individuals experiencing the same phenomenon, rather 
than to develop a theory or model. There are two main approaches, which are 
utilised.
The first group is a cluster of approaches, namely: Descriptive, Transcendental, 
Empirical or Psychological phenomenology. These approaches are all similar in 
that they are based on the work of Husserl (2012) who advocated the use of 
methods to position phenomenology as a rigorous science. These approaches 
utilise the underlying philosophical assumption that all presuppositions are 
suspended and that the researcher ‘brackets’ his or her own thoughts, feelings 
and experiences in order to describe the phenomenon from the participant’s 
viewpoint. A further exposition of this viewpoint, particularly bracketing, can be 
found in Section 2.3.1 and 3.7.
Secondly, there is the Hermeneutical, Interpretive or Heideggerian approach to 
phenomenology. This is an alternative approach in phenomenology, which seeks 
to unveil hidden meanings and to interpret the experience of others (Cernuschi, 
2012). This school of thought believes it is impossible to rid the mind of 
presuppositions, but suggests that these should be acknowledged, explicated, 
and utilised to understand and interpret the experiences of participants.
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These approaches have been interpreted in a variety of ways by different 
researchers in the fields of psychology, sociology, education, and nursing 
(Bousfield, 1997; Giorgi, 2008; Valdez et al, 2013; Van Manen, 1990). Their 
common aim is to capture the phenomenon under study through the lived 
experiences of the informants (Pallikkathayil & Morgan, 1991).
The discussion that follows outlines the journey that was taken by the researcher 
to select the descriptive phenomenological approach and method that were 
finally used. This was neither simple nor straightforward. Indeed, the complexity 
surrounding this choice is reflected in the following discussion, and wili be 
expanded upon in the data collection and analysis procedures, which are 
described in this Chapter. However, because of the variations in the 
interpretation of the phenomenological method, it was necessary to scrutinise all 
of the options for their alignment to the philosophy and their relevance to 
midwifery practice (Lewis & Staehler, 2010).
A review of the methodological literature indicated that there are a variety of 
phenomenological research styles or methods currently in existence (Colaizzi, 
1978; Hyener, 1985; Smith et al., 2009; Spiegelberg, 1975; Van Manen, 1990), 
which have been adopted and applied to the investigation of nursing and 
midwifery phenomena (Goldbort, 2009).
Further reading led to the discovery of a statement by Van Manen (1978) in 
which he suggests that ‘...one might argue that experimental research can be 
done by any social science student who has undertaken some statistics courses 
— but the method of phenomenology may require less trainable competencies’
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(p.49). Such competencies test the researcher’s ability to engage the 
phenomenon, which is being investigated, as it is lived and experienced by the 
participants, and to engage in data analysis procedures, which do not distort or 
modify this emic perspective. As Colaizzi (1978) points out in relation to the 
process of phenomenological data analysis, it is at this stage that the researcher 
is ‘engaging in something which cannot be precisely delineated, for here he is 
involved in that ineffable thing known as creative insight’ (p.59).
It is acknowledged that the phenomenological method cannot be restricted to a 
set number of linear steps (Chan et al, 2013) and that the novice researcher 
using the phenomenological method should proceed as the direction of the 
experience indicates, without the restrictions that specific steps would impose. 
However, as Coiaizzi (1978) points out: ‘This leaves us in the unenviable 
position of trying to spell out the phenomenological research methods and 
procedures, while simultaneously maintaining that there is no single method or 
procedure, but only methods and procedures of description’ (p.53). Such 
comments illustrate the philosophy-design juncture that exists in relation to 
phenomenology. The philosophy, whilst open, interpretive and individualistic in 
nature, requires designs with prescribed steps, which, although prescriptive, give 
direction to the lived experience of doing phenomenology as interpreted by a 
particular phenomenological philosophy or researcher.
Therefore, whilst acknowledging the underlying philosophy of phenomenology, 
as described previously, the need to guide or direct the research was 
established. This decision seems justified, given Morse’s (1991) early reference 
to the increasing use of qualitative methods in nursing research despite the lack 
of clear guidelines for their application. She went on to propose that qualitative
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research methods are becoming increasingly unstructured in nursing and in the 
last 20 years since this publication, there has been an unprecedented increase 
in their use. Given the philosophical nature of phenomenology and the criticisms 
levelled at its use in nursing, it therefore seemed important to find a clear 
framework for its use in this study (Earle, 2010; Paley, 1997). The researcher 
therefore decided to undertake a Husserlian phenomenological approach 
utilising a methodological framework described by Colaizzi (1978). The following 
section describes the rationale underpinning this decision.
2.2.3 Selecting the Method
Initially the interpretation by Hyener (1985) was considered to be relevant, 
particularly because of the emphasis he places on the need for clear guidelines 
for the novice researcher that would enable them to remain true to the 
phenomenon under investigation. Hyener (1985) explicates, in a concrete, step- 
by-step manner, 15 procedural stages that can be followed in the 
phenomenological analysis of interview data. Whilst these steps are 
comprehensive, they appeared on further consideration to be somewhat 
complex, offering little explanation for the potential for overlap to occur amongst 
and between the various stages. It appeared that in his enthusiasm to provide a 
comprehensive framework for the novice researcher, Hyener had introduced a 
degree of complexity that failed to clarify the process of phenomenological 
analysis.
Returning to the literature revealed a degree of similarity between the various 
processes regardless of the number of steps that were present, a reflection 
perhaps of the commonality that exists in the underpinning philosophy of the
30
phenomenological movement. This degree of similarity was captured by Omery 
(1983) when she discussed and compared the interpretations of Giorgi (1970) 
and Van Kaam (1959) in relation to Spiegelberg (1975). Further reflection 
reinforced the need for a methodological framework that would provide guidance 
and clarity for the novice researcher; accurately reflect the philosophical nature 
of phenomenology; provide an appropriate approach to the investigation of the 
phenomenon of concern in the context of midwifery; and facilitate the 
researcher’s ability to remain true to the phenomenon. The final choice of 
framework lay in the consideration of these criteria, particularly in its 
appropriateness to the investigation of the phenomenon of caring as a lived 
experience. The importance of exploring midwives’ experiences, and examining 
them as they appear was foremost in the researcher’s mind, in selecting an 
approach, which enabled subjective feelings to remain in abeyance. This 
seemed of particular importance in order to adhere to the philosophical origins of 
the movement.
As a result, Colaizzi’s (1978) approach was finally chosen to guide the study. 
This approach, whilst based in the discipline of psychology, has been 
extensively used in the investigation of various phenomena, and has formed the 
basis for much of the phenomenological research that has explored and 
investigated the meaning of caring in other disciplines, like nursing (Galvin & 
Tod res, 2011). Whilst Colaizzi offers a framework, which clearly guides the 
process of phenomenological data analysis, by offering a concise seven-step 
procedure, he also recognises the interrelationships that exist between the 
processes of data collection and analysis, which are discussed further in Section 
2.4.
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Colaizzi (1978) suggests the following procedural steps for the analysis of 
phenomenological data:
1. Read all of the subject’s descriptions (which he refers to as protocols) in 
order to acquire a feeling for them.
2. Return to each protocol and extract significant statements.
3. Spell out the meaning of each significant statement (referred to as
formulating meanings).
4. Repeat for each protocol and organise the aggregate formuiate meanings 
into ciusters of themes.
5. Integrate all of the results into an exhaustive description.
6. Formulate the essential structure of the phenomenon.
7. Return to each subject to validate the findings.
Reflecting on the earlier comments that identified the phenomenological 
approach as a non-linear process, Colaizzi (1978) suggests that ‘both the 
procedures and their sequences should be viewed flexibly and freely by the 
researcher, so that depending upon his approach and his phenomena he can 
modify them in whatever way seems appropriate' (p.59). In a similar vein. Van 
Manen (1978) suggests that there are an ‘inexhaustible variety of theoretical and 
practical procedures (and techniques) that one can invent and adopt in order to 
work out a certain research method’ (p. 48). The modifications that were finally 
decided upon related mainly to the introduction of techniques and procedures 
that were judged to be complementary and enhancing to Colaizzi's method. 
These modifications will be considered in greater depth in the sections, which 
relate to the method of data analysis (Section 2.4).
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2.2.4 The Research Question
The complex relationship between the chosen method and the stated question in 
phenomenological research is well documented (Burhans & Alligood, 2010). 
Indeed, in relation to this study, the choice of methodological framework and the 
choice of the research question occurred simultaneously — each influencing the 
other as the process of identifying an appropriate method unfolded.
Van Manen (1990) outlines the importance of the centrality of the 
phenomenological research question and our need to live and even become the 
question. In light of this and the preceding discussion, the following research 
question was formulated:
‘What is the lived experience of caring for women during obstetric emergencies 
in labour, as perceived through the experiences of mid wives?'
2.3 Data Collection Methods
2.3.1 Bracketing
Field and Morse (1995) suggest that one of the major data collection issues in 
phenomenological research is to ensure that one is free from preconceived 
notions, expectations and frameworks. The process of making the researcher’s 
preconceptions, beliefs and biases about the phenomenon inoperative is known 
as bracketing (Hamill & Sinclair, 2010).
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Having a personal and intimate knowledge of the subject the researcher felt 
could be construed as having a deleterious effect on the study, as it may mean 
that discovery is being directed by what is already known. Similarly, as 
previously discussed some researchers would recommend that a literature 
review is not carried out until data collection is complete (Becker, 1993; Cutcliffe, 
2000; Field & Morse, 1995; Glaser, 1998; Heath & Cowley, 2004). This was the 
approach taken in this study and it was described in Section 1.2. However, in 
any research the researcher will come with a set of preconceptions and 
experiences and there are two schools of thought as to how these should be 
dealt with. These are a Husserlian approach known as bracketing or a 
Heideggerian perspective in which they are integrated into the findings.
Husserl (2012) developed the phenomenological method to generate essences 
of pure consciousness; in order to extract these essences, he maintained that 
such thoughts should be “bracketed" or held in abeyance (Hamill & Sinclair, 
2010). Oiler (1989) described this as looking at the experience with one’s eyes 
firmly open and keeping knowledge and theories at bay. Bracketing enables the 
researcher to approach the subject honestly and protects them against impulsive 
judgments. Norlyk and Harder (2010) also felt that the process of bracketing 
enhanced the trustworthiness of the method, and discussed the need to shift 
focal attention by reflective orientation and suspension of assumptions. This 
process will theoretically ensure that the researcher is truly asking and recording 
the respondent’s experience.
In contrast to this perspective, Heidegger (2005) felt that human beings could 
not really deny their feelings and that it is impossible to bracket pre-suppositions. 
Heideggerian thought is that the researcher can really only make such feelings
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explicit by disclosing and including them, and that they will in fact, always be the 
guiding force behind the researcher’s interpretation.
The researcher acknowledged that she had many presuppositions about the 
phenomenon of the meaning of care during obstetric emergencies in labour, 
both from a professional perspective and from a theoreticai standpoint. Such 
credibility may mean the researcher overlooks that which is familiar to her. 
Reflecting on Colaizzi’s (1978) statement that ‘as a phenomenological 
researcher, I must begin by approaching the phenomenon as people experience 
it’ (p. 57), led the researcher to acknowledge that bracketing represented a 
fundamental and integral component of the method which must be applied.
Bracketing in reality would seem to be a difficult and testing process and 
something, which by necessity is continuous: which has resonance with much of 
the published work on the topic (LeVasseur, 2003; Oiler, 1989). The complexity 
of the process became all too apparent when the researcher realised it could not 
be conceptualised as a once-only procedure. Developing a ‘reflective 
awareness’, a connection to the phenomenon, the participants, and perhaps 
more significantly to oneself, appeared to require an on-going process of 
bracketing and re-bracketing. This process was continuous throughout the 
research study and served to form a bridge between the stages of data 
collection and analysis and is described further in Section 3.7. Indeed, as Van 
Manen (1990) points out, ‘to be aware of the structure of one’s own experience 
of a phenomenon may provide the researcher with clues for orientating oneself 
to the phenomenon and thus to all other stages of phenomenological research’ 
(p.57). In the context of data analysis, its application lay in continuing to hold at 
bay the preconceptions that had already been identified, whilst maintaining
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alertness to the emergence of further beliefs whilst watching themes, essences 
and meaning surface from the collected data during the process of analysing, 
intuiting and describing (Chan et al, 2013). However, at times this route between 
data collection and analysis was difficult to travel, as the bridge appeared to be 
blocked by preconceived expectations and personal experiences. As Van Manen 
(1990) points out: 'If we simply try to forget or ignore what we already know, we 
may find that the presuppositions persistently creep back into our reflections’ 
(p.47).
The difficulties that were experienced in the early stages of the study, regarding 
the application of bracketing, led the researcher to consider that this was one of 
the ‘less trainable competencies’ that Hyener (1985) referred to in his description 
of the method. Reaching an acceptance that it is impossible to be totally free of 
bias, particularly in reflections upon experience, required the researcher to 
consider how the emergence of bias and preconceived expectations could be 
best controlled and minimised (Oiler, 1989).
To become more open, receptive and accepting of the experiences of others, it 
became necessary to challenge many personally held beliefs and values. 
However, it may be that the ability to suspend presupposition is not about 
objectivity, but rather about our ability to be reflexive (Ahern, 1999). In this case, 
reflexivity requires the researcher to acknowledge that they are part of the world 
in which they are studying (Walker et al, 2013). In this way the process of 
bracketing can be seen as the continuous proactive engagement of the 
researcher with their own experiences, in an attempt to understand how they are 
impacting upon their judgment (Fischer, 2009). It acknowledges that it is 
impossible for the researcher to eliminate their experiences, but rather requires
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them to understand and articulate how they affect the research process. 
Examples of this tension can be seen in the log excerpts in Chapter Three -  
Section 3.7.
In order to achieve this, the researcher utilised a number of techniques 
throughout the research process — from inception of the project, through to the 
design process, data collection, analysis, and write-up. The main tools were the 
use of a reflective log, which commenced at the outset of the research project, 
participant feedback and peer review. The use of these tools has been positively 
evaluated by a number of phenomenological researchers in their quest to gain 
objectivity in their research (Finlay, 2013; Hamill & Sinclair, 2010; Wall et al, 
2004).
The researcher undertook a series of practical steps in an attempt to achieve 
bracketing, which included the use of the reflective log at the outset of the 
project to record prior knowledge of the subject area and areas that she felt were 
significant. These reflections were constantiy reviewed throughout the interview, 
data collection and analysis process to ensure that the presuppositions and 
values of the researcher had not obfuscated those of the participants (Burns & 
Grove, 2006). This reflection included thoughts on the assumptions that the 
researcher had made based upon her experience as a midwife and midwifery 
lecturer. In addition the researcher tried to recognise feelings during the data 
collection and analysis, which might indicate a loss of neutrality. This could 
include incidents where the researcher strongly identified with the participant’s 
story, or the incident they were recounting, and therefore gave this greater 
credence in the anaiysis. Conversely, there were situations where the 
researcher failed to engage with the participant’s story and discounted their
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experiences as irrelevant to the study. These feelings were highlighted in the 
log, and the pre-data collection notes were re-visited to try to determine their 
origins and acknowledge their impact, thus providing an on-going critical 
dialogue on the extent to which bracketing was achieved (Wall et al., 2004). 
Examples of this can be found in Chapter 3 -  Section 3.7.
Dialogue with colleagues (as illustrated in Section 3.7.2) on the subject of the 
data served to illustrate both the diversity and convergence of interpretations. 
The researcher had access to a small group of senior midwives with whom she 
was able to discuss the themes and theme categories that emerged from the 
data. This dialogue was in addition to the member checking which occurred with 
the participants. These midwives did not have access to the transcripts but were 
used to sense-check the broader themes as the researcher began to formulate 
them. Long and Johnson (2000) outline the need for rigour in qualitative 
research and highlight the peer review of emerging findings as one method for 
achieving this. Robson (2011) supports this peer review process stating that it 
enables the researcher to explore their analysis and conclusions with a 
colleague or peer, and states that explicit presentation of these ideas fosters 
credibility. Such presentation is designed to prevent premature closure in the 
search for themes in the data, by stimulating thorough review and exploration of 
all perspectives during the data analysis (Denzin & Lincoln, 2011; Guba & 
Lincoln, 1989; Leitz & Zayas, 2010; McMillan & Schumacher, 2013; Spall, 1998). 
The discussions often became emotionally charged, with the resultant feelings of 
conflict and uncertainty being invaluable, in that they facilitated the researcher’s 
ability to identify and subsequentiy bracket many presuppositions and 
expectations which had not been previously explicit. Continuing this dialogue, 
with peers and research supervisors throughout the research, enhanced the
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identification of the ‘bridging’ qualities of bracketing. Refinement of the process 
facilitated the researcher’s sensitivity to the separation of personal beliefs during 
both the data collection and analysis stages of the study. This sensitivity to the 
phenomenon enabled the researcher to be more responsive in the development 
of the interview technique and the requirement to maintain neutrality in the 
interview process.
Finally, a short literature review was undertaken to ensure this was a credible 
doctoral research area. As discussed in Chapter One, the main literature review 
was delayed until completion of the data collection and analysis to prevent the 
researcher making inaccurate assumptions on the emerging concepts based on 
the published literature (Bednell, 2006; Creswell, 2009; Johnson & Christensen, 
2012; Munhall & Chenail, 2008; Shank, 2005; Streubert & Carpenter, 2010).
2.3.2 The Reflective Log
To enhance the process of bracketing, a reflective log of the researcher’s 
experiences, perceptions and feelings was kept (Hamill & Sinclair, 2010). This 
journal was later developed to include reflections and responses that occurred at 
all stages of the study. In particular, the journal provided a means to record field 
notes during the data collection stage (Field & Morse, 1995), and facilitated an 
understanding of the phenomenological transformations that occurred during 
analysis.
The following example of an entry made shortly after commencing the 'log' 
illustrates the critical and reflective approach that was adopted:
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“As a phenomenological researcher, I cannot place myself outside of 
the question that I formulate; there is an intimacy between me, the 
chosen method, the question, and the participants. I feei to some 
extent that the research question may not be far removed from 'What 
does caring for women during obstetric emergencies in iabour mean 
to me?’”
Such entries served to reinforce the centraiity of bracketing within the 
phenomenological method. Indeed, it was by reflecting on the relationships that 
are referred to in the above entry that the researcher identified the importance of 
'seif knowiedge in reiation to the data that were to be coilected. The iog provided 
the researcher with a iocation to record this process of personai and biographicai 
reflection upon the iived experiences that had, in combination with her 
professionai experiences of caring, become the basis of her personai 
assumptions and expectations.
A further entry in the log illustrates the importance of making these personai 
thoughts and feeiings explicit at every stage of the process:
“The interview with participant 6 went on and on — she talked for 
nearly an hour and a half. I found it reaily difficuit to concentrate, as 
she seemed to be drifting off the topic area into antenatai care and 
iots of anecdotes about how care used to be. I was torn between 
bringing her back to the research topic, and feeiing that, by doing so, I 
might discount her experiences out of hand. In the end I let her talk 
and tried to prompt in as neutral a way as possible. I know that I will 
have to be careful when I look at this transcript, to ensure that these 
feelings of frustration I had with the interview, mean I don’t miss the 
significance of what she was saying.”
Section 3.7 contains a practicai overview of the bracketing process, which is 
illustrated with examples from the reflective log and field notes.
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2.3.3 Using Interviews as a Data Collection Method
Pallikkathayil and Morgan (1991) suggest that in the phenomenological method, 
‘the researcher is the primary study instrument and the subject’s story is the 
data’ (p. 196). To gain access to these 'stories', nurse researchers have used a 
number of phenomenological data collection techniques including: critical 
incidents (Benner, 1984), poetry (Ohien, 2003) and re-enactment interviewing 
(Carisson et al, 2002). However, two of these techniques have had limited 
application and some are relatively unsupported by written guidelines relating to 
their use. At one stage the use of written diaries was considered, however 
Nichoii (2007) suggests that participants may find these onerous to complete 
and this may in turn influence the quality and quantity of data that is obtained. In 
addition Burns and Grove (2009) suggest that this technique may mean 
participants with better writing skills may have their data over represented. This 
technique was therefore rejected.
In relation to phenomenological nursing research, the non-directive interview has 
been the most commonly applied data collection technique. The 'conversational' 
nature of this approach to data collection appeared appropriate to the focus of 
inquiry, which was to guide a study of midwifery caring (Holloway & Wheeler, 
2010). The non-directive interview formed the main data collection technique, 
complemented by the use of the 'reflective log'. The data collection technique 
was designed to serve a twofold purpose: to gather and explore experiential 
narrative data that would serve as a resource for developing a deeper 
understanding of the iived experience of caring for women during obstetric 
emergency, and to develop an informal and conversational relationship with the 
interviewees about the 'meaning' of their iived experiences.
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These main data coiiection interviews were digitally recorded with the 
participants’ informed consent. The researcher then transcribed three of the 
digital recordings verbatim; thereafter, a professionai transcription service was 
used to complete the remaining eight recordings. Whilst the researcher had 
hoped to undertake all of the transcriptions, she had not anticipated the volume 
of work this entailed and the amount of time it would take a non-professional to 
do this. The use of a professional transcription service was helpful in terms of the 
time saved transcribing the data; however the process of transcribing did enable 
the researcher to become familiar with the data more quickly. This point was 
noted in the reflective log:
“Spent the afternoon reviewing the first transcripts produced by the 
professional transcription service. I am finding it much more difficuit 
to get to grips with these interviews, I’m not as familiar with them. I 
know that I didn’t have the time to do them ail myself, but I can’t 
help thinking it would have been helpful if I could have done this. 
Have just listened and re-read this first one three times to get it to 
sink in!”
All of the professionally transcribed transcripts were reviewed whilst listening to 
the digital recordings, thus ensuring they truly represented the data that was 
collected, and familiarising the researcher with the data. The use of a digital 
recording has several advantages; firstly, it adds the nuances of a person’s voice 
that could not be picked up using written statements alone; it allows the 
researcher to record such nuances on the written transcript. Secondly, it allows 
for analysis through repeated studying in conjunction with the transcript, field 
notes and the reflective log (Bannister et al., 2011). Utilising a digital recorder 
also means that if the tone of the interview is pitched at the right level, the 
participant will soon relax and forget the presence of the recorder. Finally, it 
minimises the possibility of researcher bias in recalling exactly what was said.
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Reading and re-reading the transcribed interviews in conjunction with the 
recordings can facilitate the researcher’s recollection of the discussion, and 
helps them to relive the interview during data analysis. Kvale and Brinkmann 
(2008) highlight that recorded interviews when fully transcribed represent one of 
the most fully expounded datasets available to the qualitative researcher. A 
detailed description of the schedule of interactions and the data coiiection 
interview undertaken with each respondent is contained in Chapter Three.
2.3.4 The Pilot Data Collection interview
Given the degree of complexity that had already been experienced, even though 
the study was in an embryonic stage of development, the researcher piloted the 
method. The researcher was relatively inexperienced in the techniques utilised in 
phenomenological interviews; as a consequence, she decided to undertake one 
interview as a pilot. The problems encountered with this interview are discussed 
here, as they served to influence the sampling approach that is described later.
The pilot interview enabled the researcher to focus upon a number of issues, 
and had ramifications for the main study. These issues included: ensuring that 
an adequate degree of bracketing had been achieved; testing interview 
techniques and competencies; identifying and exploring issues of quality and 
truth; gaining a 'feei' for the data analysis process, and finally identifying any 
previously unthought-of issues or implications.
The subject of the pilot was a midwife with six months post-registration 
experience. The intention was that this midwife would subsequently be 
integrated into the main study, an approach which is supported and utilised by
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other qualitative researchers (Kim, 2010; Teijiingen & Hundley, 2005) This 
decision was made on the basis that she provided really useful insight into the 
lived experiences of a midwife at the outset of her career.
The pilot interview, which turned out to be an invaluable experience, indicated 
the need to ensure mid wives with a broad range of experience were included in 
the study. In fact, all of the midwives who finally participated in the study had a 
range of experience from 2 to 35 years and offered a depth and richness of data 
that at times eluded the pilot participant. Whilst the pilot participant lacked the 
years of experience of some of the other participants, her descriptions provided 
a reaily valuable insight into the world of a newly qualified midwife. The 
contributions of the pilot interview (Participant 8) were included in the final 
analysis, and they serve to illustrate the origins of some of the reflections on 
learning to care, discussed by the midwives in the main body of the study.
The pilot interview also illustrated the need to record field notes, which were 
subsequently incorporated into the reflective iog. This decision arose because 
the recorded and transcribed interviews failed to capture the subtle personai, 
professional and environmental issues that were a characteristic of the pilot 
interview. These issues related to the participant's social and private situations, 
which had been offered by the participant prior to the digital recording and which 
later became necessary considerations during analysis. The field notes also 
enabled a written record to be kept of the pre-interview situations that may have 
influenced the participant’s ‘responses’, for example, a busy or stressful shift or a 
hectic and traumatic meeting. In the final study, the field notes, which included a 
'personal profile' of each participant, provided a valuable source of data that 
enhanced the quality of the data analysis that was undertaken (Yin, 2011).
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These field notes enabled the researcher to locate the participant’s comments in 
the context of their experience: for example, a midwife with six months 
experience in one unit or a midwife with 35 years experience in seven units. 
These field notes are not contained verbatim within the thesis, as this would 
potentially enable colleagues to identify the individuals concerned; however, a 
summary overview of the profile of participants can be found in Appendix 8.
Practical considerations were also highlighted in the pilot interview, namely the 
need to ensure that interruptions did not occur during the conversations and that 
participants were made to feel comfortable, physically and psychologically. They 
included the importance of ensuring that the technical equipment, for example, 
the digital recorder, was correctly set up and functional.
In addition, the pilot interview proved most useful in reiation to the insights that it 
offered the researcher into the interview process and the inherent complexity of 
phenomenological analysis. It became apparent that after posing the initial 
question, the researcher was uncomfortable when the participant was silent for 
more than a short period of time. This resulted in the researcher wanting to 
intercede too frequently, to pose probing questions and seek clarification before 
the participant had time to recount an experience in full. The pilot interview 
highlighted this potential pitfaii; in the reflective iog, the researcher 
acknowledges that if this approach were adopted, it would jeopardise the quality 
of the data that were received and ultimately the truthfulness of the findings. In 
relation to the analysis of data, the pilot study provided insights into the vast 
amounts of narrative data that are generated and the time that is required if 
reliable phenomenological interpretations are to be achieved (Kvaie & 
Brinkmann, 2008).
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Having ciarified the methodologicai considerations that emerged during the piiot 
interview, it was necessary to proceed and establish the sampling issues that 
would determine who was to participate in the study. The ethical considerations 
and quality issues that emerged at this stage of the research are included as an 
integral part of the discussion that follows.
2.3.5 Criteria for Participation
The selection of participants has a profound effect on the ultimate quality of the 
research (Sargeant, 2012). This is true in reiation to both positivist and 
naturalistic methods of inquiry. However, within each approach the criteria for 
selecting a group of respondents or participants are fundamentally different. The 
phenomenological researcher does not try to generalise the findings, but rather 
attempts to illuminate and capture the essence of human phenomena through 
the investigation of iived experience. Therefore, randomness or the selection of 
participants who were unable to articulate the experience might, in fact, keep the 
researcher from fully investigating the phenomenon in the penetrating manner 
necessary. Indeed, the adoption of the randomised sampling techniques 
associated with positivism may ultimately invalidate a phenomenological study 
(Lewis & Staehier, 2010).
In phenomenological research the selection of participants is far from random. 
The researcher selects participants according to the needs of the study. 
Illustrating this point, Colaizzi (1978) suggests that ‘experience with the 
investigated topic and articulateness are suffice as criteria for selecting subjects' 
(p.58). Rather than suggesting that these criteria for selection are 'suffice', it may 
be more accurate to state that they are crucial to the quality of the study.
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The pilot interview had illustrated the large amounts of data that each participant 
would be likely to generate. Therefore, considering the availability of time and 
resources, it was decided that a small group of respondents would be sought 
from within the local maternity services. A detailed description of the procedure 
that was followed to obtain these participants is contained in Section 3.3. As a 
result of the piiot interview, volunteers were sought on the basis of the following 
criteria:
Midwives who are, or have been actively involved in the care of women during 
obstetric emergencies in labour either at home, in the community, in an acute 
setting or a midwife-ied unit.
This represented a convenience sample from the potential pool of midwives who 
were employed in the two NHS Trusts that participated in the study.
2.4 Data Analysis Methods
The use of the term ‘analysis’ has been the subject of debate in the context of 
phenomenological research. Hyener (1985) reflects upon the ‘common’ use of 
the term, which conveys a sense of breaking something that is whole into parts. 
The potential for misinterpretation is further compounded by terminology such as 
‘phenomenological reduction’, as used by Husserl (2012). However, it must be 
appreciated that in phenomenology, neither of these terms is associated with the 
reductionist tendencies that characterise positivist research. Rather they are 
concerned with preserving the uniqueness of the lived experience of the 
phenomenon, while illuminating an understanding of the meaning of the
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phenomenon itself (Blom et al, 2013). In fact, Giorgi (2008) proposes that the 
term ‘explication’ be used instead of analysis to avoid confusion.
Paiiikkathayii and Morgan (1991) suggest that it is at the point of data analysis 
that the chosen phenomenological method becomes most helpful. Coiaizzi’s 
method was indeed an essential and invaluable guide during the analysis, as 
described in Chapter Three.
Colaizzi (1978) suggests a number of procedural steps for the analysis of 
phenomenological data, which have been outlined in Section 2.2.3. Reflecting on 
the earlier comments that identified the phenomenological approach as a non­
linear process, Colaizzi (1978) suggests that ‘both the procedures and their 
sequences should be viewed flexibly and freely by the researcher, so that 
depending upon his approach and his phenomena, he can modify them in 
whatever way seems appropriate’ (p.59). In a similar vein. Van Manen (1978) 
suggests that there are an ‘inexhaustible variety of theoretical and practicai 
procedures (and techniques) that one can invent and adopt in order to work out 
a certain research method’ (p.28). The modifications that were finally introduced 
related mainly to the insertion of techniques and procedures that were judged to 
be complementary and enhancing to Coiaizzi's method.
The modifications of Coiaizzi's procedural steps resulted in a nine-stage process 
being utilised to guide the analysis of the data:
1. Acquiring a sense of the whole by reading each participant’s 
transcribed interview.
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2. Extracting significant statements and phrases relating to caring from 
the transcripts.
3. The formulation of meaning from the significant statements and 
phrases.
4. Returning to each participant to conduct an initial member check of 
the interpreted data.
5. Repeating steps 1, 2 and 3 for the newly collected data.
6. The formulated meanings were organised into themes, theme 
clusters and, finally, categories.
7. The integration of the emerging results into an exhaustive description.
8. Returning to each participant to validate and discuss the exhaustive 
description.
9. Formulating the essential structure of the phenomenon.
Whilst such a procedure would appear structured and indeed straightforward on 
paper, in reality the researcher was faced with a daunting task, and a detailed 
description of the methods used to transcribe the data and facilitate Coiaizzi's 
first and second step is contained in Section 3.8. The third step of Coiaizzi's 
process of formulating meanings was highly complex, as it involved the 
researcher moving beyond the significance of the original textual statements 
without severing ail connections to the contexts in which they had arisen. 
Colaizzi (1978) highlights the challenges of this process, whereby the researcher 
must go beyond what is in the original data but stiii remain true to the 
participants’ experiences.
A modification of the process occurred at this stage with the inclusion of an extra 
step (Step 4). The researcher returned to the participants at this stage and this
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was found to be particularly useful because it demonstrated that the formulated 
meanings were an accurate representation of their experiences. Colaizzi (1978) 
does not describe this process of returning to the participants to validate the 
initial interpretations of the data. Indeed, he only suggests returning to the 
participants to validate the findings once ail the data has been collected and 
analysed. However, the decision to modify Coiaizzi's steps in this manner lay in 
the consideration of the importance of 'member checking' in naturalistic inquiry 
(Carlson, 2010). The risks of distorting the data that were collected during this 
modification are acknowledged, but the decision to modify the method was 
justified on the basis of the researcher’s desire to ensure that the initial stages of 
the interpretation were truthful. It is believed that ensuring the truthfulness of the 
initial interpretations was vital to ensure the data presented was a true 
representation of these participants’ iived experiences. An overview of the 
practical application of this step and the outcome can be found in Section 3.5.
Further support for the modifications that were made can be located in the 
literature which suggests that sharing and checking the research findings with 
participants can enhance the credibility of the study (Hagens et al., 2009; Tobin 
& Begley, 2004). However, the researcher was also aware of the potential 
challenges that this modification could present, whereby participants may not 
respond to the request, may feei that they are not able to comment or criticise 
honestly, or become fearful that their anonymity may be breached (Goldblatt et 
al., 2011). However, member checking, as well as other activities such as an 
organised procedure for data analysis and use of verbatim quotations in the final 
report, was deemed to be the most effective method of ensuring the 
trustworthiness of the findings, hence its inclusion in the study design. During 
this modification to the process, returning to the participants inevitably meant
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that, in some instances, some new data might have been generated. It was the 
intention that this data would be subjected to the same process of analysis as 
the original data. However, in reality no further data was generated through this 
member checking and so there was no requirement for further analysis. In 
retrospect this was an additional step in the process, which in the end did not 
add value to the interpretation of the data.
During the sixth step of the process, “themes” were identified from, and in 
relation to, the formulated meanings. These themes were organised into theme 
clusters and, finally, theme categories. Colaizzi (1978) only advocated the 
explication of ‘clusters of themes’ from the formulated meanings, suggesting, 
that ‘again, the ineffable consists of leaping from what is given in the meanings 
to themes given with them’ (p. 59). The identification of themes prior to the 
formulation of theme clusters in this study was to facilitate this ineffable leap by 
utilising an intermediate analytical step. In addition the identification of theme 
clusters was necessary to capture the interrelationships that existed between the 
similarities and differences that characterised the theme categories.
The exhaustive description of the iived experience of caring for women, during 
obstetric emergencies in iabour was formulated, in reiation to all the data that 
had been collected and analysed. This description was then taken to each 
participant for her comment. The questions posed in this encounter with the 
respondents allowed the researcher to ensure that the description was an 
accurate interpretation of the participant’s iived experiences of the phenomenon. 
This check was conducted following the analysis and integration of the data into 
the 'exhaustive description' of the phenomenon, rather than Coiaizzi's 
suggestion that it should take place after the 'essential structure' of the
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phenomenon has been established. This modification was made on the basis of 
Ciarke and Wheeier’s (1992) belief that the exhaustive description reflects the 
participant’s experiences in a more recognisable form. Modifying the method in 
this way also served to facilitate the integration of the final member check into 
the essential structure.
Both the exhaustive description and the essential structure are included as an 
integral component of the findings in Chapter Four. In the next Chapter, the 
practical data collection and analysis methods, which support Coiaizzi’s 
approach, will be outlined.
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Chapter Three
Data Collection
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Chapter Three Data Collection
This Chapter wiil detail the practical data collection and analysis methods that were 
utilised to support Coiaizzi’s approach to phenomenological research. It will enrich 
and expand upon the outline of these methods detailed in Chapter Two.
3.1 Gaining Access to the Sites
Before the researcher could begin to access respondents for the study, it was 
necessary to determine a suitable site in which to undertake the research. The aim 
was to draw participants from five local NHS Trusts to which the researcher had 
access through her role in a local university. Undoubtedly, the nature of the data will 
be different if the respondents are drawn from a wide variety of Trusts and if, as 
Morse (1991) suggests, qualitative enquiry is dependent upon the context in which it 
occurs. It was therefore important to access participants with a broad range of 
experiences.
Having determined the location of the respondents, it was necessary to gain 
permission to access them. Clark (2011) discusses the importance of finding a 
suitable ‘gatekeeper’ in order to gain access to the field. From these discussions it 
would seem that this process is not always as simple as it may first appear. Many 
researchers contact a person who they believe to be a gatekeeper, only to discover 
that they need to start much higher up the organisational ladder. Bearing this in mind, 
the researcher approached the local Heads of Midwifery Services, whose sphere of 
managerial responsibility encompassed ail five of the identified units and their 
associated midwifery-ied units and community practice areas.
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The managers were approached informally to discuss the idea and were given copies 
of the research proposal and all the associated documentation that would be 
submitted for consideration by the NHS LREC. Having gained tacit agreement on ail 
five sites, the proposal was then submitted for NHS permissions.
3.2 Ethical Review
This study involved the participation of NHS staff but did not include patients. The 
subject matter of obstetric emergency required access to NHS employees and 
therefore, the study required NHS ethical review. The Research Proposal, Participant 
Information Sheet, Consent Form, Letter to the Head of Midwifery, and Letter to the 
Participants were submitted to the NHS research ethics committee for review and 
were considered at the Cambridge South Committee (Appendices 1, 2, 3 & 4). The 
committee reviewed the proposal, with a number of minor recommendations being 
made (Appendix 5). These recommendations were met in full and a favourable 
ethical opinion was given on 11**^  November 2011 (Appendix 6). A more detailed 
discussion of the ethical aspects of the study, including information giving, consent 
processes, confidentiality, protecting the participants, and professionai boundaries, 
can be found in Sections 3.5 and 3.6.
The researcher then proceeded to seek site-specific approval from the R&D 
departments in the five local NHS Trusts to commence the study. This proved to be a 
frustrating experience with no apparent consistency between the five organisations. 
This varied from electronic sign-off in one Trust through to a full ethical review by a 
committee in another. One Trust never got to the point of reviewing the protocol due 
to a backlog in their R&D systems; consequently, midwives from this Trust could not 
be included in the study. Two Trusts were finally utilised in the study.
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3.3 Accessing Respondents
The criteria for participation in the study and the rationale underpinning it were 
outlined in Section 2.3.5. However, justifying criteria for selection and gaining 
approval to access potential participants is only the first step.
An individual letter circulated with the assistance of the Heads of Midwifery was 
utilised to approach potential participants. The Heads of Midwifery had reviewed this 
letter prior to its submission in the ethical review process. The letter was emailed to 
the mid wives on their NHS accounts. It was felt that this method of obtaining 
participants reflected the principles of convenience sampling outlined earlier, as it 
ensured that ail of the participants met the inclusion criteria for the study by virtue of 
their experience, and ail wished to contribute. The researcher reflected that utilising 
this technique could have disadvantages in that it may encourage some participants 
to volunteer simply to ‘unload’ previous poor experiences. However, in retrospect, 
whilst there was evidence of this in some of the data, it only served to enrich the 
researcher’s sense of what is ‘the iived experience’.
The letter meant that all the participants had to make a positive decision to contact 
the researcher. This ensured that they did not feei coerced into participating.
3.4 Sample Size
The method proved to be highly successful, with 17 midwives contacting the 
researcher either by telephone, email or in person. However, following an initial 
discussion with ail of the 17 who initially expressed an interest, 11 mid wives finally 
agreed to participate in the study. This initial discussion was not recorded and its
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contents do not form part of the data presented as quotations in Chapter 4, as at this 
point the potential participants had not consented to take part in the study/ However, 
some descriptive data were collected from those who agreed to participate at this 
time. This is presented in Appendix 8 and represents an overview of the profile of 
participants. The researcher discussed the time commitment required for the study 
and the nature of the method with ail 17; of the six who decided not to participate, the 
main reason was fitting this in around busy work and home life. The 11 midwives, 
who finally volunteered to participate, included the midwife in the piiot interview. The 
size of the sample was dictated initiaiiy by the response. However, whilst a further 
letter could have obtained a larger sample, the volume of data generated by these 
initial participants was vast. Most researchers stop sampling when they reach 
saturation. Morse (2000) defines saturation as the repetition of discovered 
information and confirmation of previously collected data. Morse (2000) suggests that
10 to 12 participants are usually sufficient to reach saturation, which is the number 
the researcher initiaiiy aimed to recruit. Whilst the researcher reached a point after
11 interviews when no new theme clusters were emerging, it must be recognised that 
this study is therefore, only about the iived experiences of a small group of 
geographically discreet midwives.
However, the participants were relatively diverse in their ages and in the length and 
type of experience they brought with them (Appendix 8). Ail were female, with their 
ages ranging from 26 years to 59 years (mean = 42 years). Their length of midwifery 
experience ranged from six months to 35 years. The participants were working in ail
The Interviews outlined in the documentation for ethical review in Appendix 1 are described 
within this Chapter as follows:
Interview 1 (Ethical Review Documentation) is the Initial Discussion 
Interview 2 (Ethical Review Documentation) is the Data Collection Interview 
Interview 3 (Ethical Review Documentation) is the Discussion of Formulated Meanings 
Interview 4 (Ethical Review Documentation) is the Final Validation 
A summary of these interactions is contained in Appendix 9.
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areas of the midwifery service, including antenatal, postnatal and labour ward, as 
well as in the community. Four of the participants had completed a BSc in Midwifery 
as their initial entry to register qualification. The remaining seven participants were 
duai-quaiified, having undertaken a post-registration midwifery qualification following 
initial registration as a nurse; these midwifery qualifications were a mixture of 
certificate- and diploma-ievei courses. Ail of the participants had undertaken some 
form of education following completion of their midwifery qualification, including 
Mentorship, Examination of the Newborn, Counselling, Midwifery Supervision, and 
Masters Courses. All of the midwives interviewed had participated in at least yearly 
statutory updates on the care of women during obstetric emergencies. However, the 
format, content, iocation, and frequency of these updates varied between Trusts.
3.5. Data Collection Interactions
The whole process of data collection was characterised by an experience that all who 
were involved could describe best as a growing feeiing of 'involvement' and 
‘commitment’. Colaizzi (1978) describes the importance of connecting with the 
participants and viewing them as more than a unique source of data. These feelings 
of connectivity are illustrated in the following excerpt from the reflective log:
“This afternoon’s interview was particularly difficuit as the participant 
was recounting her feeiings of despair following an intrauterine death. 
I could see she was still moved and distressed by an experience that 
occurred over 20 years previously, she recounted it with such clarity 
like it had occurred only yesterday. As she was talking I clearly 
remembered a stillbirth in my early career, and it brought back my 
own feeiings. I didn’t comment because I didn’t want to interrupt her or 
influence anything she went on to say. Afterwards, when I turned off 
the recorder, she said to me that she knew I was remembering 
something when she was telling me that story. She said I knew you 
were there with me; I looked at your face and I knew you were 
remembering something, knew that you understood. We both agreed 
it was a strange kind of silent connection. I wondered afterwards if it
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was the fact that we were sitting so quietiy, just focusing on each 
other and listening, something we rareiy do with our coiieagues.”
In relation to the subjects. Van Manen (1990) suggests: "The (phenomenoiogicai) 
interview tends to turn the interviewees into participants or collaborators of the 
research project" (p.63). Such levels of 'involvement' have led commentators to 
suggest that subjects in phenomenoiogicai studies should more accurately be 
referred to as co-researchers (Bell, 2013) or collaborators (Creswell, 2012). However, 
for the purpose of this study, they will be referred to as participants, a term which is 
thought to more accurately describe their active involvement in the provision and 
validation of data. A further entry from the iog illustrates this notion of the midwives in 
this study as active participants in the process, participants who feei they are 
contributing to the body of knowiedge in this area:
“I have had very little feedback from some of the participants on the 
coding of their transcripts. They ail keep saying things like, ‘yes that’s 
it, and you’ve captured it’. One came back to me yesterday and her 
comments were really encouraging. She said that she was sceptical 
about what I could gain from talking to her, but when she read the 
coded transcript, she realised she had some interesting insights to 
give to others about the reality of midwifery practice and she hoped it 
could be used to help new midwives, maybe help them to cope more 
easily.”
In total there were four episodes of contact (separate interactions) with each 
participant over a period of three months between December 2011 and April 2012. 
These contacts were intrinsicaiiy linked to the modified steps of Coiaizzi’s process 
described in Section 2.4. It should be noted at this point that where the term 
‘interview’ is used, it only loosely describes the interaction between researcher and 
participant. Poiit and Beck (2013) state that the word ‘interview’ implies that one 
person (an interviewer) asks questions of another person. The nature of the
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interactions in this research wouid perhaps be better described by the term 
‘conversation’ or ‘discussion’. This implies an interaction, which although it has a 
centrai focus, is not one-sided. Nevertheless, for simplicity’s sake the main data 
coiiection interaction was described to the participants as an interview.
The participants were encouraged to select the venue for the meetings. The setting 
for interviews is crucial in phenomenology in order for participants to feel free to 
discuss their experiences openly. Ten of the interviews were undertaken in the 
respondent’s Trust site and one was conducted at the university campus.
The process involved a series of four interactions, ail of which had a differing purpose 
and were conducted differently. An overview of these four interactions is contained in 
Appendix 9. Where indicated the discussions were digitally recorded for the reasons 
outlined in Section 2.3.3.
initial Discussion^
This first encounter was in fact an informal meeting, which occurred either over the 
Telephone or in person, the main purpose of which was for the researcher and the 
participant to get to know each other. It enabled the researcher to explain about the 
study in more depth, and allowed the potential participants to ask questions and 
highlight worries they may have had. The researcher clearly identified at this time 
exactly what wouid be expected of the participant in terms of the number of 
interviews, and indeed their possible duration. The researcher emailed the potential 
participants the Participant Information Sheet and Consent Form (Appendices 1 & 2)
 ^ This Initial Discussion is referred to as Interview 1 in the material submitted for ethical
review contained in Appendix 1.
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prior to this conversation so that they had time to read the study details and consider 
any queries they might wish to raise.
The researcher also discussed issues of confidentiality, explaining that the main data 
coiiection interview wouid be digitally recorded, and that these recordings wouid be 
returned to the participants on completion of the study for them to destroy should they 
so wish. The content of the recordings, transcripts and participant data sheet were 
only to be utilised for the purposes of the study and as such wouid remain 
confidential. Only the researcher or a professional transcription service wouid 
transcribe the recordings. However, it is important to realise that it is difficult to 
promise confidentiality in its true sense when precise quotations from transcripts are 
used in the final report. However, Seidman (2013) points out that the naturalistic 
researcher must be concerned with protecting the anonymity of their participants, and 
a number of steps were taken to ensure that this was the case.
As such, participants were assured that only the researcher and her supervisors 
wouid have access to the data and that no identifying evidence would appear on the 
digital files or transcripts. Participants were also informed of their rights to withhold 
anything they may share during the course of the research from the final document. 
The right to veto information was emphasised at each step in the process. 
Participants were also advised of their right to withdraw at any stage should they wish 
to do so.
The sensitive nature of the subject matter was discussed at this point. The researcher 
outlined her role clearly, ensuring that participants understood she was not a 
counsellor and must not be viewed as such. The researcher provided ail of the 
participants with a contact number of the occupational health counsellor at their Trust
61
at this stage. The counseiior had been contacted and informed of the research prior 
to the commencement of data collection.
All of this information was further reiterated in the Participant Information Sheet 
(Appendix 1) and the Consent Form (Appendix 2), which the participants were asked 
to sign and return should they wish to participate.
This informal meeting also allowed the researcher to collect demographic data and 
personai details. Brief notes were taken during the interview, later written up as the 
'participant profile' (Appendix 8), and kept within the reflective log. It enabled the 
researcher to gain an understanding of their perceptions of the world and their 
general life experiences of caring and being cared for. This initial discussion was not 
digitally recorded, lasted between 15 and 30 minutes, and aided the researcher’s 
attempts to bracket preconceptions by presenting an insight of the participant as a 
person — unique in their perceptions and iived experiences of care.
Following this initial discussion, 11 midwives agreed to participate in the study and ail 
returned with their signed consent form, at a mutually agreed time, to participate in 
the main data coiiection interview.
The Data Collection Interview^
The data collection interview was recorded and transcribed verbatim by the 
researcher or a professional transcription service. Recording not only ensured the 
participants’ informed consent, but also served as a valuable reference later in
 ^ This Data Collection Interview is referred to as Interview 2 in the material submitted for
ethical review contained in Appendix 1.
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analysis. Prior to the recording of each interview, the researcher spent between 5 and 
15 minutes with each participant engaging in general discussion. This served to 
reinforce the informal nature of the interview, and facilitated the participant’s 
relaxation. This part of the interview was not recorded, but field notes were written up 
after the interview to ensure that any relevant information or observations wouid be 
available for reference during the data analysis stage. Commencing the recorded 
interview, participants did not seem bothered by the digital recorder. Indeed, after 
each interview, when the digital recorder was switched off, the participants often 
commented on the fact that they had forgotten ail about it. These interviews varied in 
length between 45 minutes and 1 hour 40 minutes. On commencing each of the 
interviews, the participants were asked to respond to the following question:
“The subject of this research is caring for women and their families 
experiencing obstetric emergencies in labour. What I am interested in 
are your experiences of caring for these women and what it means to 
you in your everyday midwifery practice. I wouid like you to share 
your views with me until you feel you have nothing more to say.”
This approach was designed to ensure that the participants were free to respond to 
the question, as they felt appropriate. The intention of the researcher was that the 
participants would feel 'in control' of the interview and be able to discuss the issues 
that they felt were representative of their iived experience of caring. The aim was to 
collect rich and illuminative data.
in response to the opening question, some of the participants seemed to experience 
some difficulty in knowing where to begin. One participant responded by saying:
“Where to start...”
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However, in a similar manner to the other participants, she then went on to talk in 
specific detail about her experiences and feelings about caring for women. Some of 
the participants seemed to require a little time to tune into the phenomenon, with the 
researcher having to be guarded about the method of prompting in such cases. 
However, once they had started discussing their experiences, it appeared as if one 
remembered situation acted as a trigger to others, and the interviews took on a 
momentum of their own.
Kvaie and Brinkmann (2008) suggest that it is not uncommon for novice 
phenomenoiogicai researchers to be directive in their questioning. Indeed, the pilot 
interview had indicated the potential for this type of questioning to arise. While there 
was an element of 'probing' at some points in the interviews, it was generally confined 
to requests for clarification or expansion of the issues that had previously been raised 
by the participants themselves. The researcher also used reflective techniques to 
ensure that the context of the participant’s account had been interpreted correctly, 
before probing the issue further or asking for clarification. Wherever possible, open- 
ended prompts were used throughout the interviews. Typical probing techniques that 
were used included:
"Can you teii me a little more about that?”
“You were saying that...”
“Tell me a bit more about the emergencies you described” 
“What’s it like for you caring for women in these situations?”
Following each interview the researcher evaluated the 'success' of the questioning 
approach that had been used, recording identified strengths and weaknesses in the 
reflective log. As the interviews progressed, there was an observable improvement in 
the techniques that were used.
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Following the interview, participants were given a copy of the transcript for them to 
validate and edit. They were asked to respond by email confirming that they felt the 
transcript was accurate and to indicate whether they wished any of their statements 
to be redacted. In all 11 cases, the mid wives confirmed the accuracy of the content, 
with only one midwife asking for a statement she made regarding the lack of 
managerial support in an emergency to be removed. On their return the researcher 
analysed the transcripts and subsequently sent the participants a coded transcript 
highlighting the extracted significant statements with their associated formulated 
meanings. A third appointment for a telephone conversation was mutually agreed 
upon.
Discussion of Formulated Meanings'*
In the original design, this conversation was scheduled to last between 30 minutes 
and one hour, was to be recorded and transcribed verbatim. Field notes were also to 
be taken to complement the verbal data. The questions that were asked at this stage 
were intentionally more directive. They were intended to substantiate the truthfulness 
of the significance of statements that had been made during the data collection 
interview. They were designed as 'guided' conversations to the extent that the 
researcher had predetermined some of the questions (Field and Morse 1995) based 
on the data that had been previously collected. The researcher was intending in 
essence to check the phenomenological interpretation of the data in relation to 
Colaizzi's modified fourth step of analysis. The first of these conversations was 
conducted face to face and lasted only 15 minutes. The participant suggested that 
the extracted significant statements and the formulated meanings were personally
 ^ This Discussion of Formulated Meanings is referred to as Interview 3 in the material
submitted for ethical review contained in Appendix 1.
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identifiable as accurate and relevant reflections of their experiences in caring during 
obstetric emergencies in labour. The researcher made the decision not to record 
these conversations after the first two, as all of the participants simply confirmed the 
accuracy of the statements and meanings. Field notes were kept of each 
conversation. The lack of significant feedback was a surprise to the researcher who 
had anticipated a more thorough exploratory discussion with the participants; 
however, all seemed content to verify the researcher’s presentation. Clandinin and 
Connelly (2000) describe such naivety in the novice researcher as the “Hollywood 
plot” where all good research turns out the way it was intended if the researcher 
follows the script. In this instance it was clear that continuing as had been originally 
intended with a recorded and rigid interview would serve no purpose; therefore, the 
researcher decided to utilise field notes for this element of the study. Carlson (2010) 
supports this flexible stance, and describes the importance of maintaining the 
participant’s voice over and above a rigid research procedure.
Final Validation^
This discussion was over the telephone and was representative of Colaizzi's (1978) 
description of the final validating step, but was modified (as discussed in Section 2.4). 
The discussion was not recorded but the researcher kept notes in the log. The 
response at this point was positive and encouraging, with all the participants agreeing 
with the exhaustive description but with some minor amendments. These comments 
facilitated the identification of the essential structure of the phenomenon.
® This Final Validation is referred to as Interview 4 in the material submitted for ethical review
contained in Appendix 1.
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The preceding description has identified the four meetings the researcher had with 
the participants, a summary of which can be found in Appendix 9. It should therefore 
be noted that all of the data presented as participant quotations contained in Chapter 
Four was obtained in the main data collection interview.
3.6 Respecting the Rights and Needs of Respondents
Issues surrounding confidentiality, anonymity and safety have been discussed in 
Section 3.5. However, a further exploration of particular issues is included in this 
section to illustrate a few of the problems encountered in this respect and the 
framework that was in place to deal with them.
The truth of the interpretations in the research was achieved in part because of the 
close relationship that developed between the researcher and the participants. Finlay 
(2005) proposes that such relationships are characteristic of the phenomenological 
research process. Closeness was also fostered in this study because of the emotive 
nature of the material that was discussed. However, there were times when such 
closeness and sharing presented the researcher with ethical dilemmas.
One of the participants (Participant 10) talked in her main data collection interview for 
more than an hour and twenty minutes, during which time she recounted her 
professional life history in a variety of clinical settings. The richness of this data led 
the researcher to consider utilising it as the basis for a narrative analysis, which could 
then be considered a separate chapter. However, on further reflection the researcher 
became concerned on two counts. Firstly, from the ‘story’ the participant told she 
would have been clearly identified by any member of staff working within the unit who 
read the research. Secondly, and leading on from this, the nature of caring in
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obstetric emergency meant the participant had disclosed a number of highly personal 
and, in one instance, unresolved events from her past. Whilst utilising this interview 
in a narrative analysis would have provided further valuable data for the study, it 
worried the researcher that it would be unethical and insensitive to do so. It was not 
the intention of the researcher to perceive the participants as purely a means to a 
research end. Indeed, adopting such a utilitarian perspective would have been at 
odds with the deontological principles, which underpin the phenomenological 
approach.
Resolution of the dilemma was reached following discussion with a participant who, 
whilst very keen to share her experiences, did not feel happy with the idea of a 
narrative analysis. The material from this interview was therefore only utilised in the 
manner that was originally intended.
The issue of unresolved events in practice that this participant and others raised led 
to further dilemmas for the researcher. By fostering a close and sharing relationship, 
the potential for creating dependency and of being perceived by the participants as a 
therapist/counsellor rather than as a researcher or colleague was a worrying 
problem. The researcher spent some time discussing this issue with the participants 
during the initial discussion and also provided all participants with the contact number 
for the staff counselling service. Inevitably, however, some of the participants 
became upset and even angry during the discussions as they recounted their 
experiences. The researcher, whilst trying to allow them to recount their experience 
as a whole, had to balance this with enabling them to opt out of the discussion should 
they wish, and also giving them the opportunity to veto this or any other part of the 
discussion should they have wished to do so. None of the participants found the 
need to do this, with all continuing with the interview. Whilst the researcher had
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predicted that this would happen, it is difficult in the planning stage to foresee the 
effect it has on the researcher, and the reflective log was particularly useful in such 
instances, allowing the researcher to explore her own feelings and place them In 
context during the analysis process. An example of one such entry from the log:
‘Participant 5 (P5) recounted a story of a shoulder dystocia. She 
became very upset and I found myself getting upset also. Looking at 
the transcript now, it’s difficult to separate those feelings and to look at 
it in an objective way. I’m worried that the raw emotion is clouding my 
judgment, especially as I knew the registrar concerned and had had 
similar unfortunate experiences with him. I worry that I may miss 
something. I have decided to leave it a few days and come back to it.’
Such ideas of closeness between the participant, the researcher and the material 
once again illustrate some of the difficulties encountered in the naturalistic paradigm. 
The researcher noted in the log a few days later:
“I have been thinking a lot about the interview with P5 and recalling 
some of my own experiences with this particular registrar. She was 
really upset by her experience, and it was clear she had carried these 
feelings with her throughout her career. She remembered it so vividly. 
I think for me there is a difference. I had been qualified for a few years 
at that time and had more experience in a labour ward. The feelings, 
which I remember are different, they are those of frustration with him 
rather than feeling upset. It was the sense that he refused to listen 
and persisted with a course of action regardless of the changing 
parameters of the clinical situation. I remember thinking he clearly 
thought he was omnipotent! I’ve looked at the coding on this section 
and I’m not seeing this view, my view, in how I have interpreted this. 
The coding relates to emotions and emotional support. Nevertheless, I 
will make sure I highlight this to her when we discuss the formulated 
meanings, as I want to be sure my own experiences haven’t come out 
in the interpretation. This incident has made me realise how useful my 
log has become both before, and after the interviews in enabling me 
to examine my own feelings during the data analysis.”
Having highlighted some of the challenges in undertaking this type of research, it is 
important to consider more fully how the process of bracketing has been utilised in 
this study to minimise personal biases.
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3.7 Tying up Biases
The theoretical basis of bracketing has been described in Chapter Two: 2.3.1 and 
2.3.2. This Section will describe the practical application of bracketing and how the 
delay in the main literature review described in Section 1.2, the use of the reflective 
log, peer review, and participant validation were pivotal in achieving this. Excerpts 
from the reflective log have been included by way of illustration. Fischer (2009) 
describes bracketing as the identification of the researchers’ ‘vested interests, 
personal experience, cultural factors, assumptions, and hunches, which could 
influence how he or she views the study’s data’ (p.583). Bracketing can be viewed as 
two on-going stages. Firstly, the researcher continuously acknowledges and records 
his or her assumptions and beliefs about a topic; secondly, he or she attempts to 
understand what these assumptions are and examine them against the emerging 
themes. In the second engagement, what are bracketed are the early assumptions 
about the data. Fisher (2009) described this process of understanding how the 
researcher has participated in the construction of the research findings as reflexivity. 
Arber (2006) explored the challenges of being both an observer and a participant 
when undertaking a piece of ethnographic research, and describes methods of 
reflexive accounting which enhanced the credibility of her study. This section will 
illustrate the continuous process of bracketing that was undertaken to increase 
reflexivity throughout this research study.
3.7.1 Initial assumptions and interests
The process of the researcher sharing their interests, background and aims is often 
referred to as disclosure (Fisher 2009). In other types of research, such as clinical 
trials, disclosure often takes the form of the researcher declaring any conflicts of
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interest or affiliation with a particular pharmaceutical company. In phenomenological 
research, disclosure allows the reader to understand where the researcher is located, 
and the perspective from which the study has been designed and subsequently 
analysed. The researcher recognised and acknowledged her familiarity with the 
subject area at an early stage of the study design. The researcher’s clinical 
experience was concentrated in a busy obstetric unit on a labour ward with 4,500 
deliveries per annum. In addition, she had subsequently developed, and led 
midwifery education programmes for pre-registration students and multi-professional 
continuing professional development courses in obstetric emergencies. The 
researcher was also an Advanced Life Support in Obstetrics and New-born Life 
Support Instructor. All of these experiences had influenced her decision to undertake 
a study in this area of practice and, in particular, to examine the experience of 
obstetric emergency in labour. An initial diary entry in the reflective log set out to 
elucidate these personal experiences, presuppositions, assumptions, and hunches:
“I have decided I want to explore midwives’ experiences of obstetric 
emergencies in labour. Having undertaken a short literature review, it 
is clear that there is very little written on the subject and so I feel 
confident that this will be accepted as a new area of research. I have 
read a vast amount of literature on my chosen methodology and I am 
using this diary as part of the bracketing process.
I intend to record my views and feelings on the topic, as I think this will 
be useful when undertaking the data analysis, to check my own 
beliefs and assumptions are not influencing the themes as they 
emerge.
Whilst I have worked in a community and postnatal setting as part of 
rotational midwifery posts, the majority of my practice has been in the 
labour ward. I have witnessed and experienced a huge range of 
obstetric emergencies. The outcomes of these emergencies have not 
always been positive for the mother and baby, but they have also 
been difficult for myself, and the other practitioners involved. My 
subsequent work in education has also influenced my view on the way 
we experience, and prepare midwives to manage these situations. I 
suppose I hold a view that birth is becoming more technically 
orientated despite the policy drivers to promote normality. Our 
students seem to become quickly entrenched in a culture that values 
the high-risk aspects of practice. I had a group of students from one 
Trust asking for the high-risk obstetric module to be moved to their
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second semester in the first year! This was after only a few weeks of 
practice in the hospital, having been out in the community for a 
semester. The midwives who attend our CPD modules describe a 
culture of risk management, which pervades their practice.
If I were to second-guess the outcomes of this research on the basis 
of my own experiences, I expect to see a lot of data about the 
management of risk and the influence it has on midwifery practice. I 
think the emphasis we have placed on the development of skills and 
the use of protocols to guide our actions leads me to believe the 
mid wives will be focused on skills and how to manage emergencies. I 
have deliberately excluded any specific search terms re risk from my 
short literature review as I am concerned reading the literature in this 
area may influence my prompts during the interviews”
The researcher utilised these notes in preparation for the main data collection 
interviews, and read through them in order to bring these presuppositions to the fore 
and to try to prevent directive questioning. In addition, the nature of the data 
collection interview was that it was non-directive and designed to enable participants 
to talk freely on the subject. Arber (2006) describes using a similar technique when 
audio recording data from nursing handovers without any researcher intervention, 
hence ensuring the data that was collected was not influenced by the researcher.
However, whilst the researcher has found it relatively easy to describe her own 
feelings and views prior to the data collection, it was evident in the pilot interview that 
bracketing these was, as Beech (1999) describes, neither simple nor straightforward.
3.7.2 Bracketing during data coiiection and anaiysis
As described in Section 2.3.4, the researcher undertook a pilot interview, and the 
data from this was included in the main study findings. The participant (PS) had six 
months post-registration experience and had worked on the labour ward during this 
period. She was initially quite nervous and required some prompts to converse more 
freely. The researcher was aware that she was prompting her but felt that this had
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been achieved in a neutral manner, as this excerpt from the transcript about a 
shoulder dystocia potentially illustrates:
P.8: “ It was a horrid experience and because it was so busy, there 
was just the two of us trying to cope with it, and I’m not sure we felt 
we really knew what we were doing. We knew in theory but it was not 
like the theory ... (long pause)”
Researcher: “Can you say a bit more about that?”
P.8: “About coping or the theory?”
Researcher: “The theory.”
P.8: “Well we knew what we were supposed to be doing because 
both of us had learnt it, and been through it on a manikin. The 
problem was she was already on all fours, so it didn’t really follow 
through in the right order. So it didn’t fit and we had to improvise.”
Following the interview the researcher felt she had prompted the participant in a 
neutral manner and made this record in the reflective log:
“It was really hard not to interject in this interview, as there were 
some very long pauses and silences. I tried very hard to keep the 
prompts as neutral as possible and reflect back to her what she had 
said.”
However, following the transcription of the digital recording, the researcher reflected:
“I’ve re-read my pre-data collection notes and then looked at the 
transcript and post-interview notes. I realise that at one point my 
prompt was not entirely neutral, but directed her towards talking about 
theoretical aspects of her preparation for practice, and in doing so she 
didn’t talk about coping. In my pre-interview log, I had noted my 
interest in preparation and education and I can see this interest has 
influenced my prompting technique. I was a bit sceptical about using 
the log but I can see how it really helps to explore all aspects of the 
process, and check I am not introducing my own ideas. I will ask her 
about this when I go back to discuss the formulated meanings.”
A further log entry notes:
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“I asked her (P. 8) about that section in the transcript and what were 
her feelings about it when she re-read it again. She noted that she 
was struggling to explain what she was feeling and my prompt 
enabled her to move to what she described as ‘safer ground' in talking 
about preparation for emergencies."
These entries emphasise the undue influence the researcher can bring to the data 
collection process, and were extremely important and influential in shaping the 
researcher’s prompting technique in all of the subsequent interviews.
In another log entry, the researcher reflects on the importance of having delayed the 
literature review:
“In today’s interview the participant talked about the fact that only 
those involved in the emergency really understood it — I probed her 
afterwards to say more about this and I wonder if it’s because the 
study undertaken with obstetric nurses I read for the short literature 
review highlights a theme about only those behind closed doors 
understanding what had happened. I wonder if I would have 
prompted her if I hadn’t read that research paper. It’s so easy to be 
influenced in an almost subliminal way.”
A further log entry illustrates how respecting the participant’s voice and resisting the 
temptation to redirect an interview, that seemed to be drifting off the subject back to 
something the researcher was interested in were so important:
“She started to talk about the antenatal assessment unit and I 
remember thinking should I bring it back to the labour ward as it was 
right off the subject. I was so glad I didn’t because she then started 
to describe the importance of her relationship with the woman and 
how she wished she could follow her through, as she was the one 
who really knew her and that when she came into the labour ward 
with the initial problems, they dismissed her because they didn’t 
know her. I realised today that you need to let participants talk freely 
or you might miss something of importance.”
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All of these log entries illustrate how the bracketing process was achieved in the data 
collection phase through a continuous cycle of reviewing the researcher’s 
presuppositions with the data collected and the log entries.
A further illustration of the use of midwifery peer review in the bracketing process is 
found in the log:
“I talked to my midwifery colleagues today about the data that has 
emerged about the nature of relationships with women and 
involvement. I have been so surprised by the volume of data on this 
subject and it was not something I had expected to see as such a 
large element of my data. When I expressed this view, it was clear 
that I was in the minority in the group. When I looked back at my pre­
data collection log entries, it doesn’t feature at all. Has my focus on 
teaching the technical aspects of care and skills in the last few years 
obfuscated the importance of relationships, or do I just take it as a 
given? I think it’s probably the latter. However, it’s been really useful 
in helping me to see the importance of the log and peer review 
process in helping me to see that I am focusing on the participant 
view and not my own.”
Bracketing is an important aspect of the Husserlian approach to phenomenology. 
This Section has illustrated the importance of the reflective log, peer review, 
participant check, and delaying the full literature review in presenting and analysing 
data in a way that tries to ensure it remains true to the participants’ views and the 
philosophy of explicating and holding the researcher’s views in abeyance.
3.8 Handling the Data
Whilst the theoretical framework employed to analyse the data was discussed in 
Section 2.4, this section will explain the practical framework that was utilised to 
facilitate the analysis.
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Following the interviews with the first three participants, the verbatim transcription of 
the recordings yielded a vast amount of data. The researcher began the analysis by 
reading through each transcript. An entry from the reflective log perhaps illustrates 
the difficulty that was experienced:
“Today I started to read through Participant 6’s transcript — the 
discussion lasted in excess of 1.5 hours! A lot of the time she talked 
about antenatal issues or things that happened in the distant past. I 
feel a bit overwhelmed by it and I’m not sure I really know what to do 
with all of this data, some of which I am not sure is relevant. It’s a 
wood from the trees moment!”
Later an entry in the log posed a question:
“Do I feel these things because I have failed to get a sense of the 
whole?”
Reflecting upon these entries enabled the researcher to identify that this initial 
blindness to the data was in fact a result of an overenthusiastic zeal for engaging in 
the analytical process. The realisation that a more measured approach was essential 
in order to gain a true sense of the whole before embarking on more complex 
analytical interpretations became evident. As a result the researcher formulated a 
protocol to deal with the data at this early stage:
1. Transcription of the recording.
2. Read each transcript whilst listening to the recording (which facilitated any 
corrections, ensuring that the transcript was an accurate and truthful 
reflection of the interview).
3. Each transcript was skim read without reference to the recording.
4. Notes were made in the log relating to initial impressions of the data.
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5. Each transcript was then slowly and purposively read, making notes in the 
transcript margin using Atlas Tl and highlighting potentially significant 
statements.
6. The significant statements were confirmed by a final reading of the 
transcript whilst listening to the recording.
Pallikkathayil and Morgan (1991) suggest that the researcher engaging in the 
process of extracting phenomenologically significant data needs to consider ‘what the 
unit of analysis will be’ (p. 197). Whether this unit of analysis was a word, sentence or 
paragraph appeared to be variable; sometimes it was captured in a simple phrase, 
whilst at other times it related to a more general section of the text. Colaizzi (1978) 
considers significant statements to be ‘phrases or statements that directly pertain to 
the investigated phenomenon’ (p.59). This lack of specificity led the researcher to 
decide that the unit of analysis would be, any sentence or textual section of the 
transcript that was particularly essential, or revealing about the experience being 
described (Van Manen 1990).
There were times when it was difficult to decide whether or not a statement was 
significant. In such situations, having ensured that the context of the statement was 
being considered in relation to the text as a whole, the researcher was guided by 
Hyener’s (1985) suggestion that ‘if there is ambiguity or uncertainty as to whether a 
statement constitutes a discrete unit of general meaning, it is best to include it’ (p. 
282).
A total of 225 codes were created and assigned to the transcripts during the first 
round of coding. These codes were each assigned a definition, which enabled the 
researcher to ensure that the formulated meaning of the segments of data was being
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assigned to the correct code and that each segment assigned fitted the definition. 
Following this initial coding exercise, it became evident that many of these codes had 
similar meanings; the researcher was able to merge these and finally ended up with 
138 codes. These segments of data or significant statements were extracted from the 
data collected and formed the basis of an analytical process that requires the 
researcher to move beyond what the participants said in order to establish what was 
meant. The meanings ascribed to the significant statements can be identified when 
these statements are viewed in their theme clusters in Chapter Four. However, an 
overview of these meanings, which were verified by the participants, is included in 
Appendix 7 in an attempt to facilitate the confirmability of the results. All of the 
significant statements are included in the findings in an attempt to ground the 
description of caring in the lived experience of the participants. This process required 
the emerging themes to be constantly referred back to the original transcripts to 
ensure they did not misrepresent or misinterpret the lived experiences that had been 
recounted. To facilitate this difficult process and to ensure that the meanings were 
truthful, the researcher cross-referenced the formulated meaning by returning it to the 
position in the transcript where the significant statement was located. This was a 
time-consuming process, but it ensured that the emerging themes remained firmly 
rooted in the context of the original source. Alongside this reading and rereading, the 
transcripts, field notes, reflective log, and listening to the recordings were once again 
vital to this process.
Allen and Jensen (1990) capture the complexity of this process when in relation to 
Allen’s research on the lived experience of blindness, they illustrate the difficulty 
embedded in the phenomenological analysis of textual data by stating: ‘It is difficult to 
describe in words this process of coming to understand the phenomenon. It was an 
intense intellectual process, with each reading bringing new insights which helped
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clarify and refine understanding’ (p.248). From a similar perspective, Van Manen 
(1990) suggests that ‘making something of a text or of a lived experience to gain 
meaning is more accurately a process of insightful invention, discovery or disclosure 
— grasping and formulating thematic understanding is not a rule-bound process, but 
a free act of “seeing” meaning’ (p.79).
Twelve theme clusters were finally explicated from the data and these were 
organised in relation to their association with four categories and are outlined in 
Section 4.1
It is hoped that the preceding Chapters have facilitated the auditability or decision trail 
taken in this study. The modifications to Colaizzi’s framework are designed to 
enhance the fittingness of the results by ensuring they represent their true-life 
experiences. Finally, the use of the reflective log has been invaluable in allowing the 
researcher to examine personal assumptions and their potential effect.
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Findings
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Chapter Four Findings
This Chapter will describe the theme categories, which have emerged from the data, 
and the associated theme clusters from which they were derived. The process for 
achieving this was presented in Chapter Three, Section 3.8. The description will be 
illustrated with extracts from interview transcripts. The discussion will illustrate the 
multifaceted nature of the thematic elements, before presenting as required by the 
methodology, the exhaustive description and the essential structure of the 
phenomenon.
4.1 Overview of Theme Categories
Following analysis of the data utilising Colaizzi's (1978) modified framework, four 
theme categories emerged, comprising of twelve theme clusters which were derived 
from the coded data:
Theme Categories Theme Ciusters
Learning to Care: Knowing Self
Experiential Learning
Formal Learning
invoivement: Proximity/Distance
Truthfulness
Sharing and Giving
Coping: Emotional and Personal Limits
Balancing Priorities
Support
Valuing/Respecting: The Woman
Partner and Family
Self
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The quotations that appear in this Chapter have been selected on the basis that they
best illustrate the theme clusters. However, it should be noted that they are a very
small selection of the overall data set, which consisted of over 12 hours of recording. 
The researcher has also tried to ensure that each participant's voice is heard through 
the equitable, but appropriate use of quotations.
4.2 Theme Category: Learning to Care
Associated Theme Ciusters: Knowing Seif
Experientiai Learning 
Formai Learning
The way in which the participants learn to care in obstetric emergencies was seen as 
a continuous process, which centred on three theme clusters: knowing self, 
experiential and formal learning.
4.2.1 Knowing Seif
All of the mid wives acknowledged that in order to care effectively, it was imperative to 
become insightful about themselves. This is not only the starting point for the other 
types of learning they encountered, but acts as a point of reference which evolves as 
they develop their own personal view on midwifery care. This personal perspective is 
based upon their own fears, beliefs and attitudes. It encompasses views on the 
nature of midwifery practice, and in particular on the espoused professional values of 
mid wives as practitioners of normality. This view of midwives as practitioners of 
normal birth is at times at odds with the reality of what many experience in their day-
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to-day midwifery practice. Many of the midwives used the description of community 
versus hospital care, to illustrate the tension that they perceive exists in current 
midwifery practice between the promotion of normality, and the reality of complex 
birth. These insights manifested themselves in a number of key areas, the first of 
which were the participants’ own motivations for becoming and remaining a midwife.
Becoming a midwife
One participant, in discussing her decision to become a midwife, made a particularly 
strong and unequivocal statement as to why she felt that she and others both entered 
and remained in the profession:
“I would like to say midwives do their job because they care”, (P11).
Several participants described the pride they felt in their profession and the feelings 
of privilege midwifery gave them; these feelings provided a compelling reason to 
remain a midwife when they were finding practice challenging:
“Whether it’s partner or mum, its their baby, it’s their special moment; 
our job’s a privilege to be there and we’re there to assist them with 
whatever their needs are and I think that’s a really important part of 
understanding and not being overpowering, just sort of really caring 
for a woman and just supporting, no matter how tough it gets”, (P1).
All of the participants discussed their motivation for becoming and remaining a 
midwife in the context of understanding what it meant for them to be part of the 
profession. This was of significance in their journey to developing their own personal 
philosophy of midwifery practice and therefore contributes to the theme cluster of 
‘knowing self.
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The experience of being a midwife: developing a personal perspective of 
midwifery
Whilst understanding their motivation for becoming a midwife was important, so too 
was the participants’ everyday experience of midwifery practice, which also served to 
shape and develop their personal philosophy. The view of midwifery as a privileged 
profession, which focused on normality as cited in the previous section, was for some 
at times at odds with the reality of everyday practice. Several midwives who were 
dually qualified and had previously been registered nurses, described the tensions 
these realities created for them when they entered the profession:
“Is this really what I thought I was coming into when I came into 
midwifery? No I didn’t. Having been a nurse for so many years 
beforehand, you don’t get the same amount of emergencies in 
nursing. Twenty years of nursing and I never had the same amount of 
emergencies as I see daily in obstetrics and that I found quite scary", 
(P9).
One participant further illustrated this point by describing the emphasis given to 
normality in her pre-registration training, and how it shaped her view on what it meant 
to be a midwife. For many trying to make sense of their professions position on the 
normal-abnormal continuum was an important component of trying to understand 
their own personal philosophy:
“I started out with the vision of normality from my training: there was a 
huge emphasis on being a practitioner of normality and I think truly 
deep down that is right. I’m in a different place now after 7 years. I 
don’t think I’m that midwife anymore; my experience has changed me. 
One of my friends works in a midwifery team and she still has that 
view, but I have a changed view that comes from working in a unit 
with high section rates", (P3).
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This view on normality seemed to pervade many of the participants’ reflections on 
what it means to be a midwife. However, their experiences were often at odds with 
this view, and as a consequence it led them to describe the feelings of negativity, that 
can surround birth when the outcome is deemed to be abnormal. One midwife 
described her experiences of working in a midwifery-led unit that had a philosophy of 
promoting normal birth. Unfortunately, the transfer rate of women to the main 
obstetric unit seemed to outweigh the number of women who actually had a normal 
birth within this unit:
“I did see some normal bu t... I think I brought more women over than 
I delivered at XXX in my three months, so I’m really negative aren’t I?” 
(P4).
The notion of the normal-abnormal continuum would seem to be an important 
element in understanding and connecting with the participants’ personal values as 
midwives. Several acknowledged the impact that dealing with large volumes of high- 
risk births had on their personal philosophy. One midwife had just completed a 
seven-day stretch in the labour ward, which had been dominated by a series of high- 
risk births and emergencies. She reflected:
“I think you do tend to look at stuff and instead of it being normal, you 
do sort of think it over as a little bit more abnormal, but then I’ve not 
had any normal deliveries for a long time”, (P7).
Whilst many of the participants described how their professional experiences shaped 
their philosophy, some also acknowledged that this understanding of self could also 
be influenced by personal experiences:
“I suppose I’m quite fortunate because I came to midwifery having had 
three children of my own that were normal, [so I believed] that giving
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birth is normal [but] sometimes it goes wrong, whereas a lot of my 
colleagues come to it [thinking] ‘Oh my God it all goes wrong and 
occasionally you get a normal”, (P9).
Whilst most of the participants held the view that midwifery practice should be 
concerned primarily with normality, as illustrated, this was often at odds with the 
experience of their everyday practice within the hospital setting. However, whilst 
many of the participants seemed pragmatic about this and accepted it had changed 
their views, some seemed to aspire to experiencing and developing a broader skill 
set that they felt this could be obtained by working across both hospital and 
community settings. These mid wives still aspired to retain their expertise in normality 
in what they described as a relentless tide of intervention:
“I’m only a few months in and some days I feel overwhelmed by it. 
Already I feel myself looking for problems with every woman who 
walks through the door. I can feel myself changing, morphing into one 
of those midwives who jumps in and is ready with the epidural and the 
Syntocinon. I can’t wait until I get my community rotation: its coming 
soon [but] its not soon enough for me before I start to lose my skills [in 
being] able to do normal”, (P8).
This section has illustrated the importance of the experience of practice in shaping 
personal attitudes and beliefs. For the mid wives in this study, their initial view on 
qualification was that they were practitioners of normality. This changed following 
exposure to births with high levels of intervention. Whilst some accepted this change 
to their philosophy, others sought to rebalance this view through practicing in the 
community or midwifery team settings. For some, personal experiences of their own 
pregnancies and births were also an important element in shaping their own personal 
perspective on midwifery care.
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Understanding personal knowledge and skills
For many of the participants, being insightful about their own personal philosophy of 
midwifery started with acknowledging their own misgivings about their knowledge and 
skills:
“But that’s part of growing up as a midwife: knowing yourself, your 
limits, and trying to guess how people around you are doing. I think 
I’ve reached a good point; I think I know my limits and I try to be true 
to that, true to myself and the people around me ... I’m old enough 
to say I need some support or I need to learn", (P5).
Their ability not only to recognise but also to acknowledge their own limits was an 
important factor in knowing themselves.
Acknowledging fears
In addition to this reflection on their own abilities, all of the participants described the 
fear that caring for women engendered in them, and the impact that this emotion had 
on their ability to care. Acknowledging and confronting these fears was an important 
feature of knowing themselves:
“I know what I should do and I know that certain emergencies really 
scare me. I hate shoulder dystocias; they terrify me. But I know they 
terrify me and I have to face up to it. It makes me the midwife I am 
being able to confront that fear, it makes me what I am’’, (P6).
These emotions were an important influence on their ability to care. Acknowledging 
and confronting these fears was an important feature of knowing themselves. All of
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the participants reflected that to care effectively they had to become insightful about 
themselves:
“You have to deal with your own fears, prejudices, and inhibitions 
before you can really begin to care”, (P2).
For all of the participants, knowing self was an important aspect -  in fact a starting 
point -  of learning to care. This knowing included their motivation for becoming and 
remaining a midwife. Developing a personal perception of midwifery practice was 
also an integral part of knowing themselves. This perception was shaped by their 
initial midwifery education, but most importantly by their experiences. Some of the 
participants expressed the view that continuous exposure to high-risk care influenced 
their personal perception and their ability to view birth as a normal event. It was also 
important to recognise experiences in their personal lives that affected the care they 
gave. Finally, all of the midwives talked about the importance of acknowledging their 
fears and the limits of their own skill set in order to truly understand themselves as 
midwives.
4.2.2 Experiential iearning
All of the participants identified learning through and from experience as the method 
by which they shaped their practice.
The impact of early experiences
Without exception, such reflection was grounded in their experiences of the first 
obstetric emergencies they had encountered, whether as a student or as a newly
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qualified midwife. All of the participants recounted the stories of these emergencies 
and went on to reflect upon these experiences as the foundations of learning, which, 
when built upon, shaped their own personal philosophy of care. These stories were 
moving and recounted in great detail, regardless of how much time had elapsed since 
they occurred. One participant described the time when as a new student she had 
cared for a couple whose baby had died in utero:
“So I was with my midwife and it was all calm and she was really good 
with this poor couple, really knew how to talk to them. I'm sure they 
were relieved that they didn't have to put up with my prattle. I stayed 
with her, and tried to do what I could, which wasn't much really. She 
called in a second midwife because she was worried about the risk of 
PPH, because she was a grand multip, and the labour was quick. The 
head was delivered, but it was so slow and was a horrid silence 
‘cause you knew it wasn't going to snuffle - but you still thought it 
might - stupid really. But the head was badly macerated: it had been 
dead for a few days and it just looked huge. Well it didn't restitute it; 
just kind of sat there [until] the next contraction [when] it moved a bit 
and eventually after what seemed like an age it got round. Looking 
back, it's easy: I probably don't need to tell you what happened next, 
but I was only a few weeks in [and] it wasn't on my radar. The midwife 
tried to deliver the shoulders but nothing, then it was left lateral; I was 
holding her leg up and the midwife was pulling. I couldn't really see 
but after a couple of really weak contractions and pulling: nothing. The 
other midwife pulled the bell and asked for the registrar. In he came 
and started barking at us. We put her in lithotomy, and split the bed 
and he pulled, and he pulled on that head. Even now I can see it, and 
remember the horror, that the skin was tearing, and I thought: he's 
going to pull it's head off it's so macerated. Thank God it delivered 
because we all felt the same.
So [that was] the first shoulder dystocia I ever saw, and it lives with 
me when I get them now. They've all been live babies, but when I see 
that creeping face I always think of that night. I went to the loo and I 
was sick and I thought: God take me back to vomiting drunks and kids 
with Lego up their noses, this not for me, but I’m still here. I got over it 
I suppose, except that when I started thinking about it over the 
weekend I realised it’s still there, still clear in my head after all this 
time, still clear the devastation in the room, us, the woman all 
devastated, and that man who did his bit and just walked out like none 
of it really mattered not the parents not us, and he was on to the next 
thing like all in a days work”, (P11).
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For many of the participants, these seminal experiences had a profound impact on 
their practice and as previously described, they translated into an enduring fear of 
particular emergencies, a fear which, prevailed even though they had dealt 
successfully with similar problems throughout their careers:
“ Shoulder dystocias worry me because you can visually see the head 
[see the baby] becoming hypoxic; you think: am I ever going to get 
this baby ou t... to me I think it’s taking longer [than it is] and I find that 
more traumatic”, (P3).
Several participants described the impact an early experience of emergencies had on 
their current practice:
“If it’s a breech delivery, if the mother is coming for a normal delivery. 
I’m willing to do it: I will be scared, but I’m willing to do it because that 
will be my only way to get rid of my fear of breech deliveries (P5).
Another participant describes how the reality of obstetric emergency as a newly 
qualified midwife with a relative lack of experience almost led her to resign:
“I must admit that for my first experience as a newly qualified midwife, 
I felt I just wanted to hand my badge in. You haven’t got the 
experience to take on board, I think, at such magnitudes”, (P1).
The enduring nature of these experiences was recounted by many of the participants:
“I don’t think it’s something I’m ever going to forget”, (P6).
One midwife pondered on the nature of these experiences and why they remained so 
vibrant in her memory:
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“It’s been odd talking to you in such an unstructured way [describing the 
conversational nature of the interview] but I think its made me think about 
things; you know, unpack stuff like those early incidents ... Makes you realise 
you hang onto some things”, (P11).
This Section has described the profound impact that early and seminal experiences 
had on the mid wives in this study. It is noteworthy that all of the mid wives recounted 
their first experience of obstetric emergency in intricate detail. The impact of these 
early experiences is also linked in the previous Section where midwives described 
confronting their fears. For some these early experiences led them to question their 
continuance in the profession.
The value of experiential learning
The learning that occurs and is acquired through experience was highly valued by all 
of the participants:
“I think as with most things in midwifery, it’s not until you do it yourself 
that you learn, and you learn from experiences and talking to other 
mid wives, reflecting on it, because that is more real and you can 
relate to it more”, (P7).
Several midwives commented that experiential learning was not just about the 
acquisition of practical or technical skills but, most importantly, it taught them how to 
work with and support women and their families. One midwife describes the 
importance of this type of learning for students, in addition to their classroom 
learning:
“They have to learn and it’s not just the practical stuff, you know, it’s 
how to deal with people who are distressed or frightened or upset. 
Can you teach that? I’m not sure you can [teach that]. You can tell
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them how, but they have to find your own way of doing it through 
experience”, (P10).
In addition, participants described the importance of experiential learning in shaping 
their practice and enabling them to find their own methods of dealing with clinical 
situations;
“I remember this great sister who I really admired: when she broke 
bad news she was so good at it, and I tried it, you know, tried to copy 
her ... as I was saying the words I was thinking, you sound like a 
complete idiot! You know it has to come from you as a person, your 
approach, your style; you have to develop it. That’s what I say to 
students: watch and listen, but find your own way of doing it, feel 
comfortable with it, because if you don’t feel comfortable with it, they’ll 
know it; they’ll sense it that you’re not comfortable, the parents”, (P9).
The midwives in this study also described the importance of recognising that not 
everything is within their control and that sometimes-clinical situations deteriorate 
despite everyone’s best efforts. The notion that they could not always control the 
clinical outcome was an important feature of the experiential learning process. 
Midwives acknowledged the notion that some clinical outcomes could not be 
controlled, but this realisation often came only after many years of experience. This is 
clearly illustrated by one midwife, who describes trying to explain this to a new 
student, who was struggling to come to terms with a birth where the baby had died 
during labour:
“It was only 33 weeks, so not an unexpected outcome with such a 
rapid onset of labour and such a tiny baby [the baby had lUGR]. It 
turned out she had a UTI [and had] been ill for a few days [when] 
bang out the baby came. Everyone was a bit shell-shocked [parents 
and staff]. I had a student with me; she was really upset... I took her 
aside, sat her down, tried to explain it doesn’t aiways go to plan: 
sometimes nature and physiology are stronger than us. We think we 
can control it or we want to try ... You can’t control it sometimes ... 
we’re not good at accepting [that] these things happen ... not good to
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ourselves ... beat ourselves up and our colleagues sometimes”, 
(P10).
On a similar note, one midwife noted the feelings of shock and bewilderment her 
team felt following a maternal death:
“We manage it with the protocols, but sometimes the protocols don’t 
do it and you have to use your head ... it’s been such an awful shock. 
It’s a terrible thing and the younger mid wives, they really have taken it 
hard -  they never see it”, (P6).
This Section has described the difficult lessons that all the participants learnt from 
their practice. In particular the shock of feeling that they had been unable to influence 
or control a poor outcome, despite having followed guidelines and protocols. These 
were lessons that many felt could only be learnt through practice and not through 
formal learning as described in Section 4.2.3. This Section has also highlighted the 
value placed by midwives on learning from practice, and from others. These 
experiences shaped their practice and taught them skilis that they felt they could not 
acquire in the formal classroom setting. The importance of utilising and reflecting 
upon experience to find a personal way of working was clearly evident. Clearly 
learning to care in obstetric emergency was something, which midwives felt was an 
important element in their ability to care for women. Learning through experience was 
an important eiement in this process.
Debriefing
Whiist learning from direct observation or working with others was important, the 
volume of data generated, which described debriefing, demonstrated the value 
participants placed upon this process in helping them develop their practice. All of the
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participants placed great emphasis on the importance of debriefing, following an 
emergency, and the valuable learning to be gained through this process. Some of the 
participants recounted systems where open multidisciplinary review was not routine, 
and therefore the learning was often limited to the individuals involved in the incident, 
and did not benefit the broader team:
“I worked in a unit before I came here where everyone seemed to hide 
after a poor outcome. It was always a mystery to the wider team, and I 
think at times even to those involved. But here, we sit down the whole 
team who were involved, and later the wider team, and we review it, 
and talk it through. No one is singled out or blamed, and we really get 
to grips with it, we all really learn from what has happened”, (P1).
However, in contrast, the reluctance to utilise and share feedback was recounted by 
several participants. One such incident followed a maternal death:
“Things were very dragged out. People knew I was doing the 
Supervisory investigation and they’d say ‘have you heard anything 
from the post mortem or anything’ and I’d say ‘no’. Everything was 
very covered up and that’s one of the criticisms that came out, from 
the GDP, you know, he said ‘I would have really just like to have 
known all the details, then to have learnt from it’. So I think it’s when 
you realise how many other people in the team it does affect and how 
bad it is when we don’t share”, (P5.)
Whilst it is acknowledged that these experiences can provide valuable learning tools 
for the participants, the mid wives felt that there must be both a system and a culture 
in place to facilitate the process. The absence of either of these critical factors meant 
the process just did not occur. This is illustrated by a quotation from one midwife who 
experienced a failed neonatal resuscitation very early in her midwifery training:
“The paediatrician took the baby away to resuscitate him. He did 
breath and make a couple of noises, and about five minutes later I 
remember her saying ‘oh the baby’s dead’, which stayed in my head
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for a long time because it’s like, what happened there? . I could never 
explain what happened there and no one ever made the effort to 
explain", (P4).
It is evident that the mid wives in this study placed huge value on the opportunity to 
debrief following an obstetric emergency. They highlighted the importance that a 
culture of openness and a willingness to share added to this process. They 
emphasised the need for formal structures within the organisation to ensure these 
important opportunities to share we realised.
Guidelines and protocols
The use of guidelines and protocols seemed to be an area where opinion was 
divided. Many of the participants described situations where guidelines, protocols and 
formal learning seemed at odds with what they experienced in practice:
“If you went along those guidelines, she’d be dead because she 
would have bled all over. You know we have an hour to do our 
emergency module [assessment]; well, you haven’t got an hour when 
she’s bleeding. What would be nice would be to combine that training 
with real-time, real-life emergencies to cut that one hour down to the 
five minutes you’ve actually got", (P3).
For some midwives, who were early in their career, guidelines and mnemonics were 
an important aid to their practice:
“So you do need a sort of proforma[sic] -  a template to run through to 
help, and I think it has made a big difference to obstetric emergencies 
in the last little while [you know] that we’re thinking of a way of doing 
things, you know like HELPER", (P8).
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However, some of the more experienced midwives felt guidelines meant they had lost 
touch with the women in their care:
“For me it’s about the women and their families -  we deal with the 
emergency with the protocol, but we don’t deal with the women. We 
aren’t really with women anymore, not really. In emergencies we have 
the protocol: we do what it says, but I’m not sure we go beyond it", 
(P6).
Some of the participants took a pragmatic stance on using guidelines, and 
acknowledged that they are designed to guide practice and not to be adhered to 
regardless of the circumstances:
“We have protocols, you see, but I don’t think there is an expectation 
that you will follow them slavishly”, (P5).
All of the participants articulated how their experiences honed their ability to 
anticipate an emergency over and above any formal learning they received:
“You need training to know; but experience, experience is the key. I’ve 
been seven years a midwife: you get to know when things are going 
[wrong], you don’t want to be negative, but you get a sixth sense kind 
of thing. You don’t know why but you know that things are not going to 
go the right way. The doctor doesn’t want to believe me that I know. 
It’s that feeling, I can’t explain it, it’s like a sixth sense. It’s just with the 
knowledge that we get with experience ... you can’t sometimes put a 
finger on what’s wrong ... it’s when you kind of learn", (P3).
This theme cluster of experiential learning has illustrated the importance placed on 
experiential learning by the mid wives in this study. Midwives acknowledged this as an 
integral part of their practice deveiopment, which they valued highly in addition to the 
formal learning opportunities they received.
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4.2.3 Formal Learning
Formal learning, in the form of entry of register education courses, study days and 
statutory training was another emergent theme in the data. All of the participants 
described the courses they undertook in preparation for entry to the midwifery 
register. Clearly some of these were short courses of 1 year to 18 months after initial 
nursing registration. Others had undertaken a 3-year direct entry to midwifery courses 
and did not have initial registration as a nurse.
Initial midwifery preparation
Those mid wives who had also been registered nurses felt that their experiences as 
nurses were beneficial to their practice as midwives:
“A lot of us in those days were dual trained, which I think did help 
because we did have some basic knowledge of resuscitation. I’m not 
saying you don’t get that now, but I’m talking about when I trained, 
midwifery was only a year and you had to do everything you did 
clinically. I mean now it’s widened out and you’ve got more research 
and classroom stuff’, (P3).
They also acknowledged that their post registration midwifery course differed from 
those that students today undertake:
“When I first became a midwife back in the early eighties, it was very 
different back then. These days students do all this stuff in the 
university, practice[ing] on manikins. You know that, know what they 
do, it was different for us. We spent less time in class, more time on 
the job, and somehow it all seemed less high profile: now its 
everywhere, protocols and mnemonics to follow when something goes 
wrong’’, (P10).
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Midwives who had trained more recently on pre-registration courses made interesting 
observations about the efficacy of their education in preparing them for the reality of 
obstetric emergencies:
“To be honest, I don’t think pre-reg. does prepare you", (P8).
The importance of the timing of this input was also raised:
“As a student. I’m trying to think ... we did it in our second year ... 
Emergency driils probably for me would have been better towards the 
end of my third year... where I’m understanding the normal, and then 
can kind of get to grips with the emergency stuff ... nicer to have it 
further along”, (P2).
■ It was evident from this data that there were differing views on the efficacy of the 
different modes of initial preparation for midwifery practice.
Continuing professionai deveiopment
In addition to describing their views on preparation for practice courses, all of the 
midwives went on to talk about the formal learning that occurred once they were 
registered and working as a midwife. They described in detail the format this learning 
took, varying from short courses and statutory training to post graduate courses. The 
importance of the ‘Skills and Drills’ in statutory training was emphasised. The 
structure and format of this training seemed to vary across different organisations, but 
always included some form of simulated practice involving the use of manikins. Many 
midwives commented on the importance of this activity and having protected learning 
time to undertake it:
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“The skills drills are there: it’s about refreshing and keeping up to date 
with the practice and just getting the chance to practice it in protected 
teaching time... Three days I think it is, which I was pleased about 
really, as in my previous Trust it was ... crammed into a day and was 
quite intense’’, (P1).
Another emergent theme was the significance that was placed on this training being 
multi-disciplinary to include midwives, obstetricians, anaesthetists, operating 
department practitioners and healthcare assistants:
“It is a whole team and they should be included in it a l l... going back 
to the training skills should definitely include all of them’’, (P4).
The location of training was also raised and in particular the value of in situ 
simulation:
“It’s alright to go through how to deliver a baby, breech baby, shoulder 
dystocia, but I think it would be more useful if they do a proper 
emergency scenario where you would be in charge and ... do the 
procedures without it being real... every part of the team be there and 
run the scenario there", (P5).
However, it would appear that not everyone on the team is always enthusiastic about 
in situ team training:
“One of the community mid wives walked in and said ‘oh I’m too busy 
for this’ and walked off’, (P6).
One criticism of the skills and drills training was that it tended to be centred on the 
acute care environment:
“Skills drills. I’m not saying they should have them separately, but they 
should certainly be a bit more around the community ... Highlight that
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you are on your own and what you can do in the meantime whilst the 
ambulance is on their way, and yes, it should be things that we all 
know”, (P9).
This Section has illustrated the differing views that mid wives hold on the formal 
preparation they received for registration as a midwife. In particular, midwives who 
undertook nurse training prior to becoming a midwife were extremely vocal as to the 
importance and value of this preparation in enabling them to deal with obstetric 
emergencies. In contrast, all the midwives were clear about the value they placed on 
both continuing professional development whole team in situ simulation.
The theme category of learning to care is comprised of three theme clusters: knowing 
self, experiential and formal learning. The process of learning to care starts with 
understanding and knowing self, and develops through both formal and informal 
learning during the pre and post registration periods. Midwives particularly value the 
CPD they receive in helping them to develop their skills in this area.
4.3 Theme Category: Involvement
Associated Theme Clusters: Proximity / Distance
Truthfulness 
Sharing and Giving
One of the major themes emerging from the data was the nature of the relationships 
between the midwife, the woman, her partner and family. These relationships were 
characterised by varying degrees of involvement and, more specifically, the proximity
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and distance between the midwife and the woman, the level of honesty and truth in 
their association, and the notion of sharing and giving.
4.3.1 Proximity / Distance
The theme cluster of proximity and distance characterises the true nature of the 
relationship between the midwife and the woman. Being close in proximity to the 
woman both physically and emotionally was a strong and recurrent theme in the data. 
This contrasted with ideas of distancing oneself from the woman, which manifested 
itself in the guise of being professional. The two elements of this theme cluster were 
not mutually exclusive, and many mid wives' descriptions of them inferred that they 
existed upon a continuum along which they moved back and forth depending on the 
circumstances. The degree of proximity or closeness between the midwife and the 
woman can be seen to comprise of two elements:
Physical proximity
The first of these is that of physical contact. Many of the midwives described 
occasions where such close physical contact occurred:
“I didn’t say anything afterwards: I just sat beside her, held her hand, 
neither of us said anything, there didn’t seem any need. Holding her 
hand seemed to be what she wanted; to feel someone close to her. It 
was just the two us with our own thoughts, woman to woman ”, (P5).
Such physical contact was viewed as demonstrating a level of intimacy and 
closeness, which was viewed as a measure of the quality of the caring relationship. 
These contacts were often described as being "woman to woman’.
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Emotional proximity
The second element, which appeared to contribute to developing proximity, was 
getting close on an emotional level. Developing such emotional proximity was 
deemed to be an important feature of caring. The participants talked about the unique 
emotional bonds that developed between themselves and the woman, bonds that 
would last for many years to come. One participant disclosed an incident, which 
typifies this experience:
“I had another woman who lost one of her twins and I built up a 
relationship to the extent that now, three babies later, she’s looked me 
up on Facebook and said I’m getting married, will your husband marry 
us [the participants husband was a vicar], sort of thing, you know, 
because there was that relationship", (P9).
Developing such a close bond appears to involve contact with the woman not as a 
professional, or a midwife, but rather engaging with her ‘woman-to-woman’. 
Contrastingly, in participants who were involved in relationships characterised by 
distance, the interaction appeared to be ‘midwife to client’, which limited the degree 
of involvement. Behaviours, which seemed to illustrate the ‘woman-to-woman’ nature 
of the relationship, were those of showing emotion for example crying with the 
woman:
“I was with her, recovered her: after the section she opened her eyes 
and she started to cry. She wanted to know where her baby was -  I 
think she thought he was dead [the baby was in fact in the neonatal 
unit]. After all those hours together I felt we had shared something; it’s 
difficult to describe, it was beyond midwife and woman, it was more 
than that. I could feel myself welling up but for once I didn’t try to stop 
it, I cried and it felt like the right thing to do after everything we’d been 
through together in those long hours’’(P7).
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A few midwives also described a sense of connection that occurred with the woman’s 
partner. In one particular incident the midwife describes her interaction with a partner, 
when going in to clear a delivery room whilst the mother had been taken to theatre for 
an emergency caesarean section:
“I don’t know if it helped, but it was half an hour while I cleared up, 
and we talked, or he did, and that’s when it hits home... when you 
get to know them. Before that, they were a couple who I’d said hello 
to ‘cause I was taking their baby. But I heard about how they’d 
moved up from London and she’d got pregnant by accident and they 
were in the middle of doing up a house, all sorts of stuff, he just 
talked and I mopped and listened. I saw them a few years later 
[when] she came in for an elective section. She didn’t remember me 
-  why would she -  but he did: he said ‘you were the student with the 
mop’, student with the mop made me laugh -  I said [it was a] great 
thing to be remembered for being good with a mop; he said he 
remembered the mop, but he remembered [that] I [had] listened. I 
felt good about that; felt I’d helped’’, (P10).
A factor, which appeared to have a bearing upon the degree of proximity that 
occurred, was the length of the relationship. All of the participants found it easier to 
develop a close relationship if they had cared for the woman throughout pregnancy, 
or had at the very least been with them from the start of their labour:
“I do tend to try and build relationships with them; it’s important, really, 
I want to know them from the start, but sometimes it’s only the labour. 
I know some of these people. I can tell you their life history”, (P6).
In contrast to this, participants often found it difficult to develop such a high degree of 
emotional proximity and intimacy when their first meeting with the woman was well 
into the labour. One midwife expressed her dissatisfaction with such an incident when 
she began caring for a couple at the last minute, and faiied to realise the partner was 
squeamish:
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“I like to look after people, before, because if you’re walking into a 
room you sometimes don’t have that opportunity [to get to know them]. 
The other day we had a man collapse on us, it was in theatre. You 
can’t remember who’s who in the zoo, never mind what their issues 
are, you know you haven’t taken the time to say to the partner ‘do you 
want to cut the cord?’ you know ‘how do you feel about it’. I felt that 
the other day: I felt I didn’t even have time to see what their names 
were before I was taking their baby and resuscitating their baby and I 
could barely tell you their name let alone what the history was or 
anything else”, (P1).
To achieve ‘closeness/proximity’ there needs to be an emotional connection between 
two people. Such closeness requires the carer to be near at hand physically, but more 
important, emotionally. To achieve this ‘woman-to-woman’ intimacy that was the 
essential feature of closeness, carers had to discard the professional barriers that 
were an essential feature of the ‘distanced’ caring relationship. Achieving closeness 
involved the participants being natural, being themselves and, most importantly, being 
truthful.
Distance
The emergence of distance as a feature of the caring relationship was at times a 
complex and elusive phenomenon. Whilst a midwife could be caring for someone and 
having the most intimate physical contact with her, she could remain emotionally 
distanced from the woman. Similarly, she could be truthful with the woman but her ‘real 
self could be obscured behind her ‘professional self. In other words, distance does not 
aiways occur simply in the absence of factors, which faciiitate closeness. The 
participants described times when such ‘distance’ was deemed necessary, often when 
the woman or her partner were distressed and unable to deal effectively with the 
situation. Distancing was often described as being professional. In one such case, after
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a maternal death, the participant felt but also questioned the need to be seen as 
rational, objective and professional:
“I’m also thinking, does that matter sometimes, why are we so keen 
on appearing calm and in control and comfortable after all these are 
sometimes really traumatic things that are happening, would they 
mind if afterwards you appear a bit upset? Not sure, but I guess we try 
not to show emotion ... I think they don’t need it really, you know, you 
being upset, but maybe I’m wrong, maybe it would help them to see it; 
but maybe it wouldn’t, maybe they’d feel less confident with us or 
maybe they’d think we’re human”, (P8).
Within all of the participant’s accounts was a degree of explicit and implicit concern 
about becoming too involved. When participants sensed this happening, they took on 
the professional guise of role of the midwife caring for the client, as opposed to the 
woman-to-woman interaction that typified close relationships. This change in role 
appeared in many instances to afford them some degree of emotional protection:
“I was the midwife, she was the patient: it kept it all, straight, easy 
[and I could manage that]”, (P11).
Another suggested that there are limits to involvement, which protect both the midwife 
and the woman. She describes the aftermath of a shoulder dystocia when the baby 
died:
“I think if you become too close it can make caring difficult. You 
become involved on a different level -  at the end of the day you are 
there to give support, you’re not there for yourself. The temptation is 
to become too involved and you know you’ve done that when they 
invite you to the funeral. It can leave you feeling stripped raw and 
feeling responsible for them for years. You can’t foster dependency 
like that -  its bad for them and for you. You need a cut off point; you 
are supporting them through this but you can’t take it on for them”, 
(P3).
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All the participants referred to these limits to involvement. However, it should be 
emphasised that the boundaries were self determined by each midwife and varied 
tremendously. This is clearly illustrated by the comments of one participant which 
contrast sharply to the previous quotation:
“I go and see them afterwards, as much as it takes, if they ask. It 
helps me to see them and see them start to get to terms with what’s 
happened, to be a part of that like I was a part of the emergency. 
Some people see that as being too involved, but for me it works”, (P2).
Just as it is clear that the participants set their own boundaries, it is also clear that 
they could quickly recognise when these limits were being exceeded:
“She insisted on me being there, wanted me to deliver the next baby, 
put colossal pressure on me. I was genuinely busy when she 
delivered and I declined the offer”, (P7).
Strategies to limit involvement
Participants described the strategies that they utilised when they felt the need to limit 
involvement:
“I’ve done it, perhaps when you feel I just can’t hack it, like when I was 
first pregnant [myself]. You find yourself giving them the 101 reasons 
you bled speech, and never venture near discussing an emotion, 
never give them the chance to open up that conversation. It’s a bit like 
the old days when they used to shut stillbirths away in a room and 
ignore them ... but a bit more sophisticated. It’s still cruel but 
sometimes you can’t help i t ... you reach a personal limit, you have to 
protect yourself’, (P9).
One participant described an incident that made her perceive how detached she had 
become without realising it:
106
“We were preparing her for transfer over to the main unit [the woman 
was in a midwifery led unit]; she was stable and I was explaining it all 
to the student in a very matter of fact way. She had three lines in but 
she was doing OK. I happened to glance up and realised the dad was 
sitting there in the corner. I thought to myself, my God listen to 
yourself, you’re talking about this woman in such black and white 
terms, but this is his wife. Poor bloke, you forget you become immune, 
sometimes forget these are people, its bad when you catch yourself 
doing that, but I think it’s what happens: you can’t take it on all of the 
time”, (P10).
Finally mediating physical proximity was also described as a method of 
limiting involvement:
“ I knew she was leaving that morning. I couldn’t face her, didn’t 
have the energy to relive it all again. I felt bad but I volunteered to 
take an in-utero transfer up to London. It feels awful saying it now 
but at the time it was the only way to cope’, (P11).
This data illustrates the strategies midwives use to limit their involvement 
with women for whom they care. These strategies include distancing 
themselves emotionally by the use of a professional persona, or even 
physically removing themselves from the possibility of meeting the woman.
These strategies whilst effective are also a source of emotion work for the 
midwives involved.
4.3.2 Truthfulness 
Honesty
Being truthful with the woman, her partner, and also with oneself, was seen as an 
important factor in the development and maintenance of a close, caring relationship.
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One midwife recounted an incident where the mother had suffered a major post­
partum haemorrhage and had been rushed to theatre:
“ He was just left looking at his baby saying ‘will she be alright? 
What can you say? Never yes. That’s where my nursing helped that 
ability to be honest with people, but in a gentle way. Not to give it in 
all the detail: you know she’s lost a lot of blood, but the consultant 
and us, we’re all working together on this, it’s the best team of 
people everyone’s here. It didn’t seem to sink in: he was just staring 
at the baby, sort of numb. I said shall we move to another room, and 
he looked around like he hadn’t noticed he was sitting in a blood 
bath”, (P3).
The importance placed on honesty was a clear theme in the data and is illustrated by 
the following account, where the midwife recalled an incident early in her career when 
a woman came into the hospital because of reduced foetal movements. It turned out 
the baby had died in utero:
"They tried to trace her, but they had one of those old FM2 
machines which were hopeiess, and she was a big lady, fourth baby 
and really difficult to palpate, never mind monitor. Anyway, they sent 
her to antenatal ward and they had no joy; couldn’t get an FH, so up 
she came to try our machines -  all the time she’s being told it’s 
because the baby is lying awkwardly and she has a lot of fluid. I 
learnt a lesson from that: never tell women things you are not 
certain are facts ‘cause it comes back to bite you later”, (P11).
Much of this honesty also pertained to preparing women what to expect at, or after 
delivery. This was viewed as a major factor in helping them to deal with what was to 
come:
"If I know that things are not going well, I always kind of try to 
prepare the parents to things like if the baby’s not happy like 
induction and things like that. I always prepare them. I’ll say to them 
‘oh the baby’s not happy’ ... and ‘we have to ask the doctors to 
come’ and I always give them information. It could be this way, they
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could decide to do it this way, or do it the other way, so I always try 
to prepare them”, (P4).
The notion of honesty was also important after the event:
“She delivered a couple of weeks ago and she’s completely 
traumatised by it. I think someone explaining it to her being really 
honest would probably completely, well not completely, but would 
really help her understand what had happened, help her cope”, (P2).
In this Section the importance of being honest with a woman and her partner has 
been highlighted. This honesty is viewed as being helpful in both preparing women 
for what is to come, and helping them to deal with the aftermath of an emergency.
Withholding the truth
Whilst all of the participants described the importance of being truthful, they also 
recounted incidents where they were not honest with women about what was 
happening:
“I could never explain what happened there. I knew it was difficult 
for the mother because of course they were resuscitating the baby, 
they were saying ‘Oh yeah the baby’s all right’ [it was clear it wasn’t]. 
5 minutes later they were saying ‘Oh no the baby’s dead’, (P4).
This example of withholding the truth was part of a series of quotations where the 
midwives described withholding information, or being dishonest with women and their 
families:
“I knew when I telephoned him [the father] that she [the mother] was 
in a very poor condition. They were ventilating her and she had
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developed DIG. We were arranging her transfer to ICU. The baby 
was in NICU but was breathing on his own and he was doing OK. I 
knew he [the husband] had to drive and it wasn’t the sort of thing 
you can tell someone over the phone. So I said she was still in 
theatre and they were stabilising her. It wasn’t a lie but it wasn’t 
exactly the whole truth. It felt like the right thing to do at the time 
although I know I’m supposed to tell the truth, to be honest with 
them”, (P11).
The participants all justified incidents where they didn’t tell the truth in terms of trying 
to protect women and their families during emotionally traumatic events. In addition 
there were times when they felt too emotionally fragile themselves to give bad news:
“ I just couldn’t do it. I felt so traumatised by what had happened. I 
knew I should tell them because I had been looking after them. I lied 
to them. I said I didn’t know how the baby was doing and I would go 
and find out. I knew that they were going to be devastated and in 
that split second I lied. I was afraid I wouid break down and I felt that 
would be wrong. I felt if I broke down it would make it all worse. 
Being truthful, here and now, I also didn’t have the emotional 
reserve in myself to cope with it .So I lied not only to protect them 
but to protect me”, (P2).
In this Section participants described situations where they withheld the truth or 
avoided telling the whole truth. All of the participants justified this in terms of 
protecting women and their families from emotionally challenging news. Some of the 
participants also described withholding the truth as a mechanism to protect 
themselves in emotionally challenging situations.
Saying sorry
Interestingly, whilst on one level mid wives described the importance of being honest, 
they were reticent about apologising when there was a poor outcome:
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“I wanted to go in and say I was sorry, sorry for her loss, but you 
have to be so careful, is saying sorry ... you know... will they think 
you’re sorry because you did something wrong? But we were all 
sorry. I wanted to say I am so sorry about what has happened to 
you, please know it’s not what we wanted for you”, (P4).
This reference and the others in this grouping seemed to relate in all instances to the 
notion that to apologise would in some way infer guilt or wrongdoing. All of the 
mid wives felt the need to say sorry but simultaneously they were never able to do so.
4.3.3 Sharing and Giving
In contrast to the ideas of distance and setting boundaries were the midwives’ 
accounts of experiences when they felt an intense emotional bond with women they 
had cared for. The depth of these relationships led some midwives to suggest they 
were more like friendships than caring relationships. The participants felt personally 
enhanced and enriched by these relationships and did not feel the need to distance 
themselves, despite the fact the personal impact could be emotionally exhausting. It 
was evident that this could be further subdivided into sharing of self and sharing ones 
time. In relationships characterised by closeness, these two areas were inseparable; 
however in relationships characterised by distance, sharing of self was minimal and 
time was restricted to undertaking only those tasks deemed absolutely necessary.
Giving time
Sharing time with the woman was seen as an integral part of caring:
“ Time is a big issue for them. They don’t have any real time to adjust 
to what has happened to absorb i t ... You create that time for them ...
I l l
create space in their heads and then you create time to be with them", 
(P1).
Many of the participants acknowledged the idea that this sharing or giving of time was 
not just about physically sitting with the woman, but rather of fostering the notion that 
they were readily and easily available to her. In relationships characterised by 
distance, the opposite applied:
“The first woman I looked after who had a really traumatic breech 
birth ... I was so worried by it all, by what had happened ... I think I 
went in, did what I had to do and came ou t... I must have looked very 
busy to them”, (P5).
Sharing time with women and their families and fostering the notion that they were 
available to care was an important aspect of the data.
Giving of self
Ideas about the giving of self were also found in the data:
“ You expose yourself, give a bit of you. It sounds dangerous, when 
you put it like that, but it’s very true, if you get really close [to women 
in your care]”, (P7).
It can be seen from the preceding description that this theme category of involvement 
is complex and links intricately to other aspects of care, in particular emotional and 
personal limits. However, it has been demonstrated that for these midwives, at least, 
the degree of involvement that develops is dependent upon a number of other 
themes, including the closeness or distance of the relationship, which are themselves
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multifaceted phenomena. Ideas of truth and honesty and of sharing with the woman 
also serve to influence the perceived involvement of both parties.
4.4 Theme Category: Coping
Associated Theme Ciusters: Emotionai and Personai Limits
Baiancing Priorities 
Support
Whilst listening to the participants’ accounts of caring for women during obstetric 
emergencies, it rapidly became apparent that it was a complex and demanding 
activity. It involved experiencing emotions and entering into relationships, which had 
profound effects upon all the participants. Coping emerged as a theme category that 
focuses on the midwife’s capacity to maintain a delicate equilibrium between three 
theme clusters, namely personal/emotional limits, balancing priorities and support.
4.4.1 Emotional and Personal limits
Each participant was aware of their own personal and emotional limits in caring, in 
much the same way as they were with respect to involvement. These limits were 
stretched when the demands of caring were perceived as exceeding the emotional 
resources that were available to the midwife. Like the boundaries of involvement, 
these limits were self-determined, unique to the individual midwife, and changed over 
time in relation to personal and professional experiences. These boundaries and 
limits were related to the extent that, when the midwife felt able to cope with the 
demands of caring, then her boundaries of involvement were extended and she was
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able to engage in closer and more involved relationships with the women. Conversely, 
if the limits of coping were being exceeded, then the midwife was more likely to adopt 
a distanced relationship. Moreover, if the midwives’ limits of coping were exceeded 
over a protracted period of time, then her ability to engage in any form of caring 
relationship was severely compromised, leading to withdrawal of involvement.
Home life and work life
The participants in this study clearly articulated the impact that their personal lives 
could have upon their emotional and personal limits. This is clearly illustrated in this 
account from a midwife who had suffered a miscarriage and found herself caring for 
a woman having a placental abruption:
“ The paramedics brought her in, her abdomen was like a rock and 
she was really distressed, pale and clammy. Everyone was working 
really fast to get more lines in before she shut down. The scan 
showed a massive retro placental clot. She was out of it by this time 
really, but he was crying saying please don’t let our baby die. 
Normally I would be so calm in that situation, get the emergency care 
done but reassure him at the same time. I could feel myself welling up 
and I remember trying to connect in a line and not being able to see 
the end of the cannula. It had only been a few weeks [since the loss 
of her baby] and it just hit me all over again that I had lost a baby too. 
Looking back I didn’t have the emotional resilience to deal with it. I 
was all used up by what had happened to me, just holding myself 
together and this just tipped me over. I got through it and I don’t think 
anyone noticed but it made me realise that work and life are not 
separate there’s only so much of you to share around. In those few 
months there wasn’t much of me to share at work, not much I could 
give”, (P11)
All of the participants cited events in their personal lives, which impacted on their 
ability to give. These ranged from extreme tiredness as a result of caring for their own 
small children, relationship and financial worries or troublesome teenagers. Whilst
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the events were diverse the impact they had was uniformly described as taking them 
to their personal limit which made caring at work very challenging.
Emotional impact of caring
Ail of the midwives described the profound emotional effects of caring, which are 
summed up by these two quotations:
“Afterwards you can be left feeling like you’ve been put through a 
mangle and then left to swing in the wind ”, (P8).
“ I was numb like I’d been anesthetised, I didn’t know what I felt but I 
wanted to crawl into a dark corner and rock. It didn’t last and the next 
day I was back”, (P6)
Whilst there were numerous poignant and at times distressing descriptions of the 
emotional impact of caring these two simple statements epitomise the emotional 
exhaustion that all of the midwives described as an aftermath of caring in obstetric 
emergency.
There were two further factors which appeared to compromise the midwife's ability to 
stay within her emotional and personal limits of coping: firstly, feeling elements of that 
distress within oneself, and secondly, feeling helpless to alleviate the woman's 
suffering.
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Feeling their distress
When the participants described these instances, many became quite distracted and 
demonstrated the profound personal consequences such events could have. One 
midwife recounted the harrowing story (which had occurred many years previously) of 
a case of locked twins, where the first twin had to be decapitated in a destructive 
operation. This type of emergency would, one hopes, never be seen in present day 
practice:
“ He decapitated the baby, then he delivered the next baby which was 
fine; he had to deliver the head with forceps and he dropped it 
because he was so distressed himself. It rolled under the drapes and I 
bent down to pick it up; I just froze, this little round, warm head 
(crying) I went home and locked myself in the bathroom, couldn't 
come out and face the children. That poor woman the pain I felt could 
have been nothing compared to her devastation”, (P10).
This event had far reaching effects on this midwife’s career:
“I felt so much guilt that I had my children [and that her baby was 
dead]. The upshot of it is that you blame yourself; you carry on with it 
with no release. I hated looking after twins. I realised I had 
internalised it. When I talked about it with students, I would find myself 
getting on a hobby-horse and it would come out of me in a stream, 
and sometimes they gave me this peculiar look as if to say, what's 
with you? I am sure this, I know this, is why very soon I wrote my 
resignation”, (P10).
Many of the mid wives gave these highly emotive descriptions of obstetric 
emergencies, and the personal distress they felt was evident as they recounted their 
stories. This distress was always linked to the personal distress that the women were 
also suffering and was a feature of the ‘woman to woman’ relationship described 
elsewhere in these results.
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Inability to alleviate the woman's suffering
Midwives also described their feelings of helplessness when experiencing the 
woman's personal distress and feeling unable to help. One midwife describes an 
incident when she was accompanying a woman and her partner to their car the day 
after their baby had been delivered prematurely in a breech position and died in the 
neonatal unit:
“ I got to the lift, they said they hadn’t expected to leave without their 
baby, they were both crying. I felt so helpless, so aware of their 
desolation. The HCA I’d been working with came along the corridor; 
she saw it on my face. She took them downstairs and I went into the 
ioo and balled my eyes out, you know, really sobbed. I was a wreck 
for the rest of the shift”, (P11).
When the researcher probed as to how incidents, such as these, made the 
participants feei, they proffered a variety of similar responses:
“numb”, (P7).
“sad, low in myself”, (P6).
The notion of emotionai and personal limits was a powerful and at times an emotive 
cluster within the data. Midwives described the profound emotional impact of caring, 
and instances where they identified with and felt the woman’s emotional distress. In 
addition, they described their own feelings of helplessness in their inability to alleviate 
that distress. These descriptions were at times highly distressing for the mid wives 
recounting them.
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4.4.2 Balancing priorities
Many of the midwives also expressed feelings of anger, frustration and resentment in 
their attempts to cope with the demands of caring. These emotions pertained in 
particular to midwives’ attempts to balance the demands of caring in obstetric 
emergency with the rest of their workioad. The organisation of midwifery services, 
staffing levels and skill mix were all sources of frustration.
Organisation of care
For one midwife working in the community with a busy caseload, this led to particular 
frustration when trying to support women following an obstetric emergency:
“You go to do a visit and you don’t know if you're going to be there ten 
minutes or two hours. Until you get there you don’t actually know, so 
you rush around so that you’re sure before you walk in that you’ve got 
enough time to spend two hours in one piace", (P9).
In the hospital setting there were similar frustrations, and the organisation of patient 
ailocation appeared to present particular problems. Some midwives found 
themselves always caring for high-risk women, and even sometimes having to care 
for more than one at a time:
“Senior staff push people who they know are familiar with high risk 
cases, because the stress is horrendous on the newer qualified staff. 
The reality is we work in a busy unit, but it’s not fair; the load on some 
people is horrific", (P1).
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The constraints on caring and tensions created by the organisation of care, together 
with low staffing ievels and poor skill mix, were evident in the accounts of aii of the 
midwives who were interviewed. When these factors became unbalanced, it severely 
impacted on midwives ability to cope.
4.4.3 Support
It is evident that the final theme cluster, which is crucial in the participant's ability to 
cope, is the support, which they receive. Given the traumatic nature of caring, in 
these cases it is not surprising that the data generated in this theme cluster was vast. 
All of the participants discussed the nature of the support they received and the 
effects it had upon them. Data in this theme cluster was divided into four main areas: 
being seen to cope, helping each other, the ramifications of a iack of support and 
support mechanisms.
Being seen to cope
Sadly there was a consensus that as a midwife one must be seen to cope, and that 
those who failed to do so were somehow weak:
“Even now there is still this pervading culture that you must be seen to 
cope, not for the women, [but] for your colleagues”, (P5).
Another participant, worryingly described her misgivings about asking for assistance, 
and reinforced this view:
“I wouidn’t dare ring and ask for help; you’d probably get it but they’d 
make you feel bad about it, in a subtle way”, (P1).
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Being seen to cope was a prominent feature in the data, and failure to do so was felt 
by the participants to be perceived by others as a weakness.
Helping each other
The notion of being seen to cope was balanced by the desire to move forward from 
this position, and perhaps in a sense to change the culture:
“ Helping with little things, guiding someone through the papenfl/ork, 
the forms, as well as giving them the emotional support, I never cease 
to be amazed at what making someone a cup of coffee will do”, (P4).
This participant, along with many others, described both the desire to support their 
peers and the practical steps they took to do so.
The ramifications of a iack of support
This situation, where support from colleagues could be erratic, meant that some 
midwives found the events of the day impinging on their personal lives:
“It’s got to give somewhere: if you can’t do it at work, it goes home. 
I’ve been a bitch, when I’ve got home”, (P3).
All of the participants who experienced a iack of support refiected upon the negative 
effects it could have on their personal lives:
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“I think you do unload on your family, but you can’t keep coming home 
and aii you have to say is how you spend your day dealing with 
horrors. It affects them”, (P3).
All of the midwives in this study described the impact that a perceived iack of support 
had on their personal lives. This leakage of work into their personal lives was a 
difficult and at times chailenging situation to manage.
Support mechanisms
Midwives within the study described a variety of mechanisms through which they 
gained support. In one unit the participants did identify a formai support network that 
had been in place for staff, but which subsequently had been disbanded:
“You need to unload in that situation immediately, not wait for the 
monthly meeting. If you were really truthful, you were made to feel a 
bit of a twit. It certainly wasn’t the sort of forum where you could 
openly say how you felt; it was the wrong thing for back-up”, (P9).
Since the disbandment of the support network group, the Trust, along with some 
others, has provided a counsellor in occupational health who staff can approach on 
an individual basis. This was viewed with a degree of reservation, and even 
suspicion, and links to the previous theme of being seen to cope:
“ People would think you couidn’t cope if you said you were seeing a 
counsellor”, (P10).
It would appear that the majority of participants sought support from a colleague or 
colleagues who were also personal friends. This support was informai and self- 
determined with respect to its duration and timing:
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“ We met at lunch, then after work, had a pizza. We taiked about it; 
she'd had a dystocia the week before. It helped to talk and because 
she’s my friend there’s no pretence, you can really unload,’ (P8).
When the participants felt their ability to cope had been exceeded either through lack 
of support, when personal and emotional limits were reached, or when they couldn’t 
balance the demands of the job, they entered into relationships that were 
characterised by the distance that was described in the previous theme category of 
involvement:
“You can only do so much, then you shut off, it’s survival, you go 
through the motions, but you’re not really with them, they [the women] 
lose out then”, (P11).
Interestingly, none of the midwives in this study raised supervision as a means for 
gaining support. Several midwives voiced quite negative views about its value in 
helping them to cope:
“I would never go to my Supervisor if I needed support. We don’t have 
the right sort of relationship for that. I feei she would judge me or 
criticise me”, (P2).
For some acknowledging their personal coping strategies was a major step that 
influenced the way, which they managed care. One midwife described the difficulty 
she encountered when clinical situations became emotionally charged and the 
strategy she used to cope in this situation:
“I know I back off when it gets emotional. I’ve had to confront that, 
confront why I do it. It’s very personal”, (P7)
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This participant went on to acknowledge that her personal circumstances meant she 
found it difficult to deal with emotional situations in the workplace, but she recognised 
this and was trying to deal with the impact it had on her ability to care.
From the data it is evident that the emotional impact of caring in obstetric 
emergencies should not be underestimated. Midwives described the emotionai 
boundaries that they set, and the impact that exceeding these boundaries had on 
their personal lives. Additionally, factors such as poor skill mix, inadequate staffing 
levels, and the organisation of care, all impinge on the ability to cope. Finally, whilst 
setting boundaries is essential for the effective continuance of the caring relationship, 
mid wives need support to be successful in doing this. Support was sought from 
professionals who were also friends, as weil as from family. This support network was 
sought out by the individual midwife and tended to be informal in nature.
4.5 Theme Category: Valuing and Respecting
Associated Theme Ciusters: The Woman
Partner/Fam iiy  
Vaiuing Seif
This category arose out of the participant’s accounts of the feeiings of respect and 
admiration, which they had for the woman, her partner, and her family. It also
included ideas about the participants valuing and feeling valued by the women for
whom they had cared.
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4.5.1 The woman
Many of the participants expressed feelings of respect and admiration for the women 
in their care:
“I reaily admired her, admired her strength, felt genuinely close to her. 
When I saw her again it was like when you meet an old friend ... no 
need to say much, we were just comfortable with each other”, (P2).
However, sometimes respecting the mothers’ wishes could be difficult both 
professionally and personally for the midwife:
“They didn’t want any intervention; came in with a high head. They 
were adamant from the moment they came in everything was to be 
natural. Then her membranes went and I listened in and the FH was 
about 60 and all the possibilities went through my mind. I pulied the 
bell, did a VE and sure enough there was a loop of cord. I was 
pleading with them when the coordinator came in because the head 
was still above the spines and she was a primip. They kept saying we 
want a normal birth: I couldn’t seem to make them understand it was a 
normal birth and a dead baby. I’m a midwife and I want normal as 
much as anyone, but I’m a mum and I couldn’t imagine making that 
decision. I had to stay there hoiding up the head for what seemed like 
hours until they saw sense. Afterwards I asked the coordinator if I’d 
lost it with them and she said no I’d been very calm, so it must have 
just been in my head that I was yelling”, (P3).
These selected quotations illustrate the respect the participants felt for the women in 
their care. However they aiso convey the difficult challenges that respecting the 
woman’s view could present.
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4.5.2 The Partner and Family
Expressions of valuing pertained not oniy to the woman, but also to the partner and 
/or family. This became apparent when the participants described the importance of 
valuing the beiiefs of the woman and her partner as a whole. In one case the woman 
was a Jehovah’s Witness who went on to have a post-partum haemorhage:
“ There were so many personal issues for them as a coupie. It was 
complicated, because she was a Jehovah’s Witness and he wasn’t. 
But, you have to present them with a balanced argument and then let 
them decide. Whatever they decide, you have to respect and vaiue 
their opinion and support them in that. If they say no, you must 
respect their wishes and be their advocate, especialiy as you’ve got 
the consultant and the whole management team bending your ear”, 
(P9).
Women and their partners and families were aii seen as needing care, and such care 
would appear to be given in a manner, which met individual as well as collective, 
needs. Much of the care the participants afforded to fathers was to make them feel 
valued and needed:
“They often feel out on a limb, excluded. It’s so important to include 
them, not to take over, but to make them realise that at the end of the 
day it’s they who are important to the woman, that they will support 
each other long after you’ve gone”, (P4).
One participant relayed an incident in which an absent father returned when he learnt 
that his partner had a ruptured uterus. Her comments reiay the tension many of the 
midwives in this study felt. These tensions were created by the juxtaposition of their 
own personal beliefs and values, which were at times at odds with those for whom 
they cared:
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“ She had been so angry that he’d deserted her she had told me this 
when I’d admitted her. I took them both to see the baby in NICU. I 
couldn’t look at him and I said are you all right to her and she said yes, 
fine. When I looked back at him he had tears rolling down his cheeks 
and I felt so petty”, (P2).
The two preceding sections illustrate that respecting the values and beliefs of women 
and their families is experienced as an important but at times challenging aspect of 
caring in obstetric emergencies. These aspects of practice challenge personal and 
professional beliefs and created emotional work for the mid wives in this study.
4.5.3 Self
Respecting and valuing emerged from the data as precursors that facilitated the basis 
on which caring relationships could develop. In the same way as involvement could 
be seen to have varying degrees of intensity, so too did valuing. The more intense 
the valuing, the closer the relationship became. Such valuing also contained within it 
a degree of reciprocation, which the participants defined as important in maintaining a 
caring relationship. In order to value others, it seems important to feel valued oneself. 
Although initially feeling valued oneself was considered within the theme category of 
coping, on reflection it seemed more appropriate to place it within the category of 
valuing. The rationale for this is that whilst it reflects the midwife’s ability to cope, it is 
really connected to her personal feelings of being valued, which arose from 
involvement with and valuing of others.
This feeling of being ’valued’ arose from situations where the participants received 
thanks or recognition for the care they had given from women, their families and aiso 
from colleagues. Whilst receiving such recognition often left the midwives tinged with 
sadness, it also had positive emotional effects:
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“As they were leaving, her father came up to me. I started to explain 
who I was, [but] he said he already knew; he said he wanted to thank 
me for what I'd done, and that made me realise I must have done 
something right. Made me feel I would be able to do it again”, (P6).
In contrast to this, when the participants received no recognition for their care it ieft 
some with a void which was often filled with self-doubt and in some cases 
recriminations:
“They didn't say anything when they left ... they were very qu iet... I 
feit a bit empty when they’d gone, wondered if I’d let them down ”, 
(P2).
However, some of the midwives who had a greater range of experience commented:
“They often don’t say much [afterwards], but you have to understand 
that they are so wound up in their own emotions and turmoil, you have 
to learn to accept [that] they don’t mean anything by it”, (P10).
Feeling valued by women and their families is an important facet of the caring 
reiationship, which enables and facilitates care. In addition, valuing and respecting 
the women and family is integral to the reciprocal relationship within the caring 
dynamic. Reciprocity is an important element of caring in obstetric emergencies.
127
4.6 The Exhaustive Description of Caring for Women during
Obstetric Emergencies in Labour
Caring for a woman who experiences an obstetric emergency in labour is a complex 
and demanding aspect of midwifery practice. The caring relationship in these 
instances results from the carer and /or cared for person's perception of the 
existence of unmet needs.
Caring relationships are characterised by varying degrees of involvement, which are 
in turn dependent upon the nature of the relationship. A continuum exists on which 
midwives feel themselves as either connecting or detaching from the woman. 
Relationships where ‘connection’ occurs are viewed as therapeutic and beneficial for 
the woman, and to some extent the midwife. In these relationships, carers see 
themselves as caring as a woman for a woman. In such close caring relationships, a 
unique and enduring bond deveiops between the career and the cared for. In 
contrast, in relationships where detachment or distancing is evident, it becomes 
apparent that midwives view themselves as the ‘professional’ caring for the ‘client’.
Factors, which appear to influence the degree of involvement, include proximity, 
sharing and truthfulness. Midwives can be proximate or close to a woman both 
physically and emotionally. Physical closeness, for instance touching or hugging the 
woman, is felt to convey messages of concern or compassion. Similarly, emotional 
intimacy can be facilitate truthfulness between the carer and the cared for, and by the 
giving or sharing of time and self.
Caring relationships require both participants to respect the beliefs and values of 
each other. The midwife must recognise and acknowledge the bio-psycho-social
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impact of the event on the woman, her partner, family and friends, both in the short 
and long term.
Facilitating care in this way is an intensely emotional experience for the midwife. 
Whilst such experiences are seen as enriching, midwives set themselves boundaries 
of involvement and determine emotional limits that are required to protect themselves 
from emotional exhaustion. Setting and maintaining these boundaries and limits is 
essential for the effective continuance of the caring relationship. To be successful in 
maintaining these boundaries, midwives need support. Such support is elicited from 
a variety of sources including friends and family, and to a lesser extent other 
professionals. The support network is consequently informal in nature and sought out 
by, rather than offered to, the midwife.
If they are to care effectively, midwives must examine their own fears, inhibitions and 
prejudices in a process of coming to know their ‘self. This examination and reflection 
of ‘self is a lifelong practice which enhances the midwife’s ability to care and be 
cared for. The process of learning to care is continuous and is achieved primarily 
through reflection in and on their practice. Women and their families with their unique 
knowledge base are seen a pivotal in the learning continuum.
4.7 The Essential Structure of the Phenomenon of Caring in Obstetric 
Emergencies
Caring in obstetric emergencies is essentiaiiy a demanding and at times exhausting 
reciprocal partnership between the midwife and the woman. Caring is initiated in 
response to actuai or perceived needs or wants. Caring is communicated through 
physical presence and an intense emotional connection. The woman and her family
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are valued and respected, which facilitates the connection. The ability to care is 
influenced by a number of factors including the level of perceived support from 
colleagues and events in the carer’s personal life. Caring is enhanced by an 
extended experiential knowledge base. Caring can be extended beyond personally 
determined boundaries if either of these two factors is enhanced.
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Chapter Five
Literature Review
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Chapter Five Literature Review
5.1 Introduction
It is important to acknowledge that obstetric emergencies are diverse phenomena, 
which can encompass anything from a post-partum haemorrhage, to a shoulder 
dystocia, or a previousiy undiagnosed breech presentation in iabour as described in 
Section 1.3.2. This study explored the meaning of the concept of caring for midwives 
in such emergencies. Whilst all of these events are of equal importance to the women 
and their families who experience them, for most mid wives the majority of these 
events will be encountered during labour and this was the area that was therefore 
studied.
This review of the literature explores the concept of care, utilising iiterature and 
research from diverse sources. It should be noted, that the short literature review 
described in Sections 1.2. and 1.3 identified that there was little existing research or 
literature relating directiy to the nature of care from the midwife’s perspective in 
obstetric emergency. Consequently the basis of this review will focus upon work 
undertaken in the allied profession of nursing but will include evaluation of the limited 
midwifery literature. However the relevance of these papers will only be estimated 
should some significant research take place within the midwifery context to facilitate a 
comparison. Therefore the purpose of utilising these papers, is to simply explore the 
concept, and apply this information to the discussion, in order that the reader may 
compare and contrast, the differing perspectives on care that potentialiy occur in a 
midwifery setting. It is hoped the maturity of the concept will be enhanced by such 
explorations and comparisons. This literature review was undertaken following the 
completion of data collection and analysis for the reasons outlined in Section 1.2. The
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review therefore focuses on literature related to caring, and in particular looks at 
some of the seminal work undertaken in nursing where the main body of the ciinicai 
literature on caring is located. The Findings Chapter has highlighted four theme 
categories: learning to care; involvement; coping and valuing and respecting. The 
iiterature reviewed in this Chapter reflects these four theme categories. The literature 
review has utilised literature from a range of sources including primary literature and 
secondary sources. Electronic databases were utiiised inciuding CINAHL (Cumulative 
Index to Nursing and Ailied Health Literature), EBSCO host, MEDLINE, MIDIRS 
(Midwives Information and Resource Digest), Pubmed, Maternity and Infant Care, 
and Ovid Journals. These databases were searched from 1970 -2013. The review 
has therefore examined literature reiated to the findings chapter and this literature is 
clustered under the following search terms:
concept of care 
models of care 
qualitative studies on caring 
care in nursing
care in midwifery and obstetric emergencies, 
care and emotions 
the ethics of care
educational aspects of preparation for obstetric emergencies 
perception of risk
The literature identified in these areas is utilised in Chapter 6 to expiore and 
illuminate the findings of this study.
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5.2 The Concept of Care
It is firstly important to iook at care from its broadest perspective as a concept, which, 
pervades all of our lives and is not isolated to a clinical or formal caring environment. 
The concept of caring has several important attributes including the way in which 
humans relate to each other which supports caring behaviour, and is identified with 
moral and social ideals (Roach, 2013). Human caring is expressed in activities and 
behaviours, and is closely associated with feelings and attitudes (Wagner & Whaite,
2010). It can be seen as a moral concept, in that it is directed towards human need, 
and instigated by a perceived obligation to respond to need (Morse et a/, 2013). 
Rothschiid (2006) describes care as the process of preserving physical and mental 
well being which is facilitated through a physicai and mental presence to address the 
emotional needs of the patient. Lachman (2012) gives a more simpiistic definition 
‘ caring is a feeling which aiso requires an action' (page 112).
The attributes of caring are impiicit within the definitions of the phenomenon, 
Leininger (1988) defined caring as ‘ Those human acts and processes that provide 
assistance to another individual or group, based on interest in, or concern for that 
human being; or to meet an expressed, obvious or anticipated need’ (p.46). The 
early work of both Gaylin (1979) and Mayerhoff (1971) substantiates this view by 
proposing that caring is a motivation to protect the welfare of another, or to facilitate 
growth and self-actualisation in another. Such definitions however faii to engender 
the notion that caring, is in fact a reciprocal phenomenon, from which both parties 
can potentially benefit.
The concept of caring has been central to the nursing profession since Nightingale’s 
exploration of the threefold concept of nursing which encompasses an intellectual
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interest in the care, an interest in the patient and a practicai interest in the patients 
care and cure (Wagner & Whaite, 2010). However it is by no means unique to one 
particular profession. To facilitate a more universai perspective on caring it is 
necessary to draw on a wider perspective than just the nursing literature. The notion 
of care spans the disciplines of theology, philosophy, psychology, medicine and 
nursing.
Caring in the theological sense is derived from the shepherding activity of God, as 
seen in the Old Testament. Oakley (1993) cites the work of Nygren (1932) who 
states that the New Testament's message is that caring is the most basic human 
expression of fellowship.
Lakomy (1993), reviewed the meaning of care outside of nursing, and found it had 
importance for a wide range of disciplines. These included fine arts, 
psychoneuroimmunology, socio-behavioural science, anthropology, philosophy, 
ethics and theology. Analysis of the meaning of care across these diverse groups 
produced nine interdisciplinary meanings:
Person Relationships
Dialogue Choices
Healing Coping Behaviours
Environment Economics
Experiential Process
(Lakomy, 1993. pi 89).
Mayerhoff (1971) proposes that a philosophical view of caring involves providing 
meaning and orderliness to life. In this instance the care- giver helps another to grow 
and actualise, in addition they them seif may become self-actualised. For this to
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happen, both the care-giver and receiver, must engage in a sharing and reciprocai 
relationship, such sharing is seen as the basis of care. Noddings (2003) augments 
this viewpoint by asserting that caring can oniy occur when it is mutuaily viewed as 
caring.
Contrasting with this, some psychologists view care as being epitomised by empathy, 
this empathy is seen to be unidirectional. If this idea is taken literally, then the 
individual expressing empathy is not expected to grow or change, many researchers 
and indeed carers would dispute this stance (Decety, 2012). However, some 
psychologists view empathy as providing the foundation for helping another to heal, 
provided it occurs within the confines of a therapeutic relationship (Shapiro & 
Carlson, 2009).
Caring has been widely associated with femininity, mothering and emotional work 
(Allan, 2009). Chodorow (1999), Green (2012), Harbison (1992) and Sayers (1991) 
argue that caring and mothering are feminine traits, and others assert they are 
intrinsic to the psychological makeup of being a woman. The tensions between 
biological determinism and the cultural and social constructs of mothering and caring 
have been the subject of lengthy debate and dispute (Chodorow, 1999). Indeed, 
Oakley (1993) argues that not all women are natural carers and asserts that caring is 
not the solely domain of women. Allan’s (1999) study of assisted reproduction clinics 
found that patients viewed the nurses they encountered as being femaie, mothers 
and concerned with caring. In contrast the doctors involved in their care were viewed 
as focusing on the science of their treatment, and their gender went un-noticed. If 
women are viewed as natural carers, then it raises the prospect that they therefore 
make natural nurses (Bowden, 1997; Holloway, 2006). Indeed Allan (1999) is clear 
that this is not so, and argues the relationship between gender and caring is socially
136
constructed in complex unconscious ways. However Giliigan (1993) argues that the 
voice of care is characteristic of the way in which women think and behave, and is 
typified by responsiveness, concern for care and interpersonal relationships in a way 
which relies upon context specific interpretations of the situation at hand. This is in 
direct contrast to the justice-based model, which relies on the abstract formulation of 
moral problems so often seen in medical practice and historically associated with 
men. Giliigan (1993) questions whether the correlation between women and caring 
can ever be viewed as either a bioiogical given or an empirical fact. However if as 
Davies (1995) argues femininity is devalued by society then by association so is the 
largely female nursing workforce. Allan (2009) proposes that maybe it is not the 
strong association between women and caring which is the issue, but rather that this 
is not balanced within the literature with dialogue exploring men as carers.
It is evident from this research, that meanings of care across these disciplines have 
both diversity and at the same time a number of universal themes. It serves to 
demonstrate the importance of viewing care from a wide ranging perspective and to 
avoid a constricted definition of caring. The work published on the concept of care is 
important to this study as it relates to some of the data in the theme category of 
learning to care. In particular the imperative to become a midwife and the impetus to 
care can be related directly to this iiterature.
5.3 Models of Care
Building upon this multidisciplinary view of both the definitions, and attributes of 
caring, Watson (2012) suggests that reviewing models of human caring will facilitate 
an even greater understanding of the attributes of the concept.
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Humanistic modeis of care relate human caring to a direct moral obligation to care 
(Wu & Volker, 2012). Underlying this model is the philosophy of protecting human 
dignity and preserving humanity (Edwards, 2011). Such models when translated to 
practice are exemplified by the notion of respecting the individual (McClimans et al,
2011). Fry (1993) describes an obligation modei of caring, in which compassion and 
‘doing good' are directed toward the individual. By caring then it is possible to 
facilitate some good or some benefit for another individual. In a covenant model of 
caring, the emphasis is on the presence of fidelity within reiationships. This fidelity 
stems form the covenant made, between the caregiver, and the person receiving 
care.
Models, which consider caring from a different perspective, include Leininger's 
‘Cultural Model of Caring’ (Leininger & McFarland, 2002). This model has been 
utilised to form a conceptual framework in a number of diverse cultural groups 
(Williamson & Harrison, 2010). Alternatively feminist models consider caring, in 
relation to feminist perspectives on moral development. Moral development is seen 
as an attitude that may be learned through educational processes (Noddings, 1993).
The utilisation of and reflection upon these models has served to inform the study of 
caring in nursing. Nursing theorists have fostered these modeis, and ideoiogies such 
as the importance of non-judgmental acceptance of the patient have developed 
(Griffiths et al, 2012). However nursing has combined these ideas with theological 
and philosophical concepts of self-actualisation. As Watson (2011) states caring in 
nursing interweaves therapeutics of healing, helping, empathy and social support. 
Sumner and Fisher (2008) further enlarge upon this proposing it is a moral action, 
which requires clarity about the motivations or reasons for one to care.
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It can be seen that the concept of care is complex and multifaceted and it is now 
useful to further expand the debate to look specifically at care in nursing.
5.4 Caring In Nursing
The concept of caring has been central to descriptions of nursing from Fiorence 
Nightingale to present day. Leininger (1988) and Watson (2011) both described 
caring as nursing’s ‘essence’. Similarly Leininger (1988) stressed its importance as a 
central and unique force, unifying nursing. The expanse of literature on the subject 
demonstrates its schoiarly and practical importance (Benner et al, 2009; Milnar, 2010; 
Press et al, 2010; Sargent, 2012; Smith, 2012). Caring in the context of nursing has 
been analysed anthropologically and historically (Waxler-Morrison et al, 2005), 
philosophically (Watson, 2008), humanistically (Patterson, 2012), from feminist 
perspectives (Kittay & Feder, 2005), in relation to its ethical dimension (Butts & Rich, 
2013) and finally from the perspective of practice (Corbin, 2008).
Gardner (1992) suggests that there are a number of key identifiable assumptions that 
can be synthesised from the work of nursing theorists and researchers. These 
assumptions are important indicators for the concept’s future study and development.
Caring is a central and unifying dimension in nursing
Caring is essential for human growth
Caring is universaily experienced
Caring is expressed differentially within different cultures
Caring behaviours can be learned
Self care is an antecedent to caring for others
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Complimenting this is Watson’s (2011) identification of ten factors suggestive of the 
nurses caring role. Caring is seen to be based upon: a humanistic, altruistic value 
system; the installation of hope and faith; empathy; a helping, trusting relationship; 
interpersonai teaching, and the provision of a supportive/ protective physical and or 
psychological environment. Roach (2013) described five fundamentai attributes which 
were termed the Five C’s, these being Compassionate/Competent acts in 
relationships qualified by Confidence through an informed, sensitive Conscience and 
through Commitment and fidelity. Morse et al (1991) deiineated and compared 
various definitions of caring according to five major conceptualisations that they state 
can be found in the literature. The foilowing iilustrates components of the 
conceptuaiisation:
Human Trait
Moral Imperative
Affect Interaction
Therapeutic
Interpersonal Intervention
Essential for being human 
Universal
Necessary for survival
Essential of being
Constant-long lasting
Foundation -  nurse virtue
Nurse centred
Maintain dignity of patients
Guides decision making -  provides the “oughts”
behind the “shouids”
Constant concern for patient 
Empathy feeling and concern for another 
Nurse centred
Nurse must feei compassion to able to nurse 
Nurse feels motivated when able to really nurse 
Nurses are defined in relation to effect -  which 
may vary with the kind of patient stage, stage of 
relationship and/or spiritual demands 
Nursing actions that meet patients needs 
Patient centred
Implementation meets patient’s goals 
If actions are appropriate the patient improves 
regardless of how the nurse feels 
An exchange based on respect and trust 
Mutual involvement
Process that can enhance growth of both patient 
and nurse
Is likely to vary with ability or desire of patient to 
be involved with the nurse, and the situational 
demands
(Morse etal, 1991)
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From this it is easy to see the diversity that exists in conceptuaiising caring. Morse et 
al (1991) concludes that there is room for further enrichment of the conceptualisation 
of caring. In contrast to this view Phillips (1993) attempts to further deconstruct and 
indeed questions the usefulness of examining the concept of caring. She asserts that 
just as the nursing process became a preoccupation of the1970’s, nursing models the 
absorption of the eighties; so ‘caring’ was the focus of the nineties. Indeed the focus 
on ‘caring’ has re- emerged again more recently following the publication of the 
Francis Inquiry (2013) which highlighted significant failures in the provision of patient 
care. This has been further expounded by the Chief Nursing Officers recent 
publication on the culture of care which describes the 6C’s which exemplify a new 
vision for nursing: care, compassion, competence, communication, courage and 
commitment (Cummings & Bennett, 2012)
Finfgeld-Connett (2008) undertook a meta-synthesis to better understand caring in 
nursing through the use of an inductive meta-synthesis approach. The analysis 
encompassed 49 qualitative studies and six concept analyses of caring and builds 
upon the work of Sherwood (1997) but takes into account more recent studies and 
scrutinises the antecedents of caring more closely .The findings were divided into 
three categories
• Attributes: expert nursing, interpersonal sensitivity, intimate relationships
• Antecedents: need for and openness to caring from the patient perspective; 
professional maturity, moral foundations & conducive work environment from 
the nurse perspective
• Consequences: physical and mental well-being for the patient; mental well­
being for the nurse
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Within the category on attributes nursing was viewed as an interpersonal process that 
evolves in either minutes or over a protracted time period (Minick, 1995; Vouzavali et 
al, 2011; Wilkin & Slevin, 2004). The process is viewed as context specific and 
modifies dependent upon the existing circumstances (Burston & Stichier, 2010). 
Expert nursing practice was aiso highlighted as an important attribute of caring. This 
encompassed the ability to detect and react to the needs of patients and their families 
(Davidson, 2009; Henderson, 2011; McCance, 2003) and to undertake expert nursing 
interventions which met the bio-psychosociai and spiritual needs of patients (Benner 
et al, 2009). In addition the ability to empower patients was seen as a critical element 
of expert nursing practice (Nygardh et al, 2012; Spence-Laschinger et al, 2011). 
Interpersonal sensitivity was viewed as pivotal to the caring process (Eriksson, 2002; 
Straughair, 2012) in which the nurse was both insightful and compassionate. This 
insight and compassion was achieved by both a physical and emotional proximity to 
the patient, where their needs were of paramount importance (Wiman & Wikbiad, 
2004). Interpersonai sensitivity took several forms such as attentive listening 
(Bunkers, 2010; Shipley, 2010), making eye contact (Eriksson, 2002), touching 
(Gleeson & Timmins, 2005) or giving verbal support (McCance, 2003). Some studies 
outlined the diametrically opposed situation where care is rushed and mechanistic 
and interpersonai sensitivity is seen to be deficient (Haiidorsdottir & Karlsdottir, 1996; 
Haiidorsdottir & Karlsdottir, 2011). Interpersonal sensitivity is also displayed through 
individualised (Wagner & Bear, 2009) non-judgemental care (Griffiths etal, 2012) that 
is both culturally sensitive (Williamson & Harrison, 2010) and respectful (Wilkin and 
Slevin, 2004). Finally in this category the development of intimate relationships was 
seen to be central to caring in nursing. These relationships are both trusting and 
deeply involved as can lead to a whole gamete of both positive and negative 
emotions on the part of the nurse (Beeby, 2000; Eriksson, 2002; Gray, 2008; Hem & 
Heggen, 2003). Reciprocity develops between the nurse and the patient and their
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relatives but this is baianced by the need to maintain a professional relationship in 
order meet the patient’s needs effectively (Forrest, 1989; Styat, 2009; Rundqvist etal, 
2011). Williams (2001) outlines the dangers of personal relationships with patients 
because of the negative impact it might have on the nurse’s emotional state.
The antecedents of nursing are the area not fully explored in Sherwood’s (1997) 
earlier meta-synthesis. Caring occurs when patients are open and consciously aware 
of the process, patients who are angry or upset may be resistant to engage in care 
(Beeby, 2000). Professional maturity is another important antecedent to caring and 
includes areas such as competence (Brilowski and Wendler, 2005), coping (Clarke & 
Wheeler, 1992), the ability to become intimately involved but to avoid destructive and 
controlling forms of caring (Montgomery, 1997). In order to care effectively nurses 
need to develop belief systems, which help them maintain a healthy emotional 
balance (McQueen, 2004). Moral foundations are a further antecedent to caring and 
both Wros (1994) and Euswas (1993) outline that munificence is enacted through 
ethical ways of understanding. The final antecedent is the environment of care, which 
is seen to cultivate, and through positive role modelling enhance the standard of care 
(Yam & Rossiter, 2000). Time and sufficient human and physical resources are 
viewed as imperative to the care process (Touhy et al, 2005). In addition to care 
effectively nurses must also be valued and supported and recognised as significant 
(Latham, 2008; Minick, 1995; Touhy etal, 2005).
The final category in this meta-synthesis focuses the consequences of caring both for 
patients and the nurses themselves. For patients receiving care should enhance both 
their physical and emotional well-being leaving them better able to engage in self 
caring behaviours (Lucke, 1999). For nurses caring can produce feelings of 
satisfaction and can result in personal growth (Sadler, 2000). These positive
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outcomes produce a preponderance to care in future encounters with patients 
(Turkel, 2001; Turkel & Ray, 2004).
There can be seen to be several approaches to the study of caring and this meta 
synthesis fails to support Paley’s (2002) study which likens caring to a slave morality. 
In contrast to Paley’s (2002) assertion, nurses who engage in caring are seen to do 
so in a professional manner, which enable them to engage with patients but remain 
emotionally intact, and which empowers their patients and promotes self-care. There 
are those who seek to define the concept of caring and its parameters (Leininger, 
1981; Watson, 1999) and those who endeavour to understand the meaning and 
intuitive values of care (Benner, 1984; Forrest, 1989). It is this second group of 
studies which will be examined in Section 5.6
5.5 The Ethics of Care
The ethics of care has been the subject of intense scrutiny in the nursing literature 
(Allmark, 1995; Griffiths, 2008; Paley, 2006). Vaniaere and Gastmans (2011) assert 
that this implies that care can be viewed from the standpoint that it has intrinsic 
ethical value. Many would view care ethics as hugely influential in the development of 
contemporary health care (decker & Reich, 2004). Whilst care ethics has received 
increased attention, escalating levels of scrutiny have paralleled this. Edwards
(2009) critiques three versions of an ethics of care, and concludes they are 
insufficiently distinct from the four principles approach (Gillon, 1994) to warrant being 
a separate ethical theory.
The first of these is the work of Gilligan (1993) who discusses the context of caring as 
an important driver in the caring relationship; here carers do not act with impartiality
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but rather base their actions upon the emotional involvement they have with the 
recipient of care. In other words the level of care we give is dependent upon the 
degree of personal responsibility we feel for the individuals we are caring for. This 
debate embodies the notion of the principle of humanity versus the principle of justice. 
In his critique of these principles Van Hooft (2011) concludes that the justice stance is 
also an expression of deep caring because individuals engaged in deep caring are 
required to think objectively. He states, “deep caring is both an expression of and a 
concern for justice” (p. 159)
The second is the work of Tronto (1993), which takes a more politicised view and 
differentiates between obligation and responsibility-based ethics. She further asserts 
that the view that care is only associated with women is both inaccurate and 
potentially damaging in that it denigrates the importance of caring and is merely a 
vehicle for the privileged to maintain power. She describes obligation based ethics 
as having its foundations in principalism where the carer makes their decision based 
upon the level of responsibility they feel for the person receiving care (Beauchamp & 
Childress, 2009). Some would argue that such obligation-based approaches 
dominate the philosophy of the medical profession (Fry, 1989. In contrast in 
responsibility-based ethics the relationship with the individual is the most important 
factor and the caregiver approaches their responsibility from the stance of how best 
to meet the individual’s needs. In this way the decision to take care of someone may 
not always be achieved through a rationale decision making process, but can be a an 
impulsive or instinctive action. Tronto (1993) describes four phases of care:
• Caring about.
• Taking care of.
• Care giving.
• Care receiving.
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In applying these phases to nursing the first phase ‘caring about’ reflects the nurse’s 
ability to notice the patient has an unmet need. In ‘taking care of the nurse assumes 
responsibility for the need and considers how it can be best met. In ‘care giving’ the 
nurse engages in hands on care .In ‘care receiving’ the nurse looks for recognises 
signs that the patient has responded in some way to their actions. This last phase is 
one of the few features that Edwards (2011) acknowledges as being a distinctive 
aspect of care ethics. These phases whilst they might seem sequential are the 
subject of a fair degree of overlap.
Tronto (1993) goes on to describe four elements of caring
• Attentiveness.
• Responsibility.
• Competence.
• Responsiveness of the care receiver.
Attentiveness is seen as the ability to recognize the patient’s needs. This element has 
a moral dimension in that failure to recognise the patient’s needs, can be viewed as a 
moral and professional failing. Responsibility is seen as the nurse’s professional duty 
to provide care for her patient. Competence relates to the importance of providing 
high quality evidence based care to a recognised standard. Finally to care one has to 
be alert to ‘responsiveness of the care receiver to the care’. In this element she 
acknowledges that giving care can remind the carer of their own frailty and warns 
against the dangers of creating dependency in the patient being cared for. She 
suggests that these elements should then be integrated into the phases of care. 
Hence one should be attentive when caring about a patient, be responsible in taking
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care of the patient, be competent when caring for the patient and finally be 
responsive to the patient’s perspective.
Finally Gastmans (2006) describes the ethics of care as a moral perspective or view 
from which springs actions. He proposes the notion that some individuals have a 
moral propensity to care, possess a moral vision and that attitudes to moral problems 
arise from care.
Despite Edwards’ (2009) critique of these theories some would argue that whilst 
challenging to implement such theories of nursing ethics provide a basis for the carer 
to become proactively engaged in meeting the patients need (Lachman, 2012). In 
addition to the broad principles, that have been discussed here there are other ethical 
aspects of care that are of interest in this study.
Truth and truth telling were clear themes in the data. Pergert and Lutzen (2012) 
describe truth telling in healthcare practice as ‘a universal communicative virtue’ 
(p.21). Truth-teliing, is viewed by many as a fundamental moral principle of any 
modern healthcare system, a principle that is pivotal to a patient’s personal autonomy 
(Thiroux & Krasemann, 2011). However whilst honesty may be viewed as a universal 
principle or virtue, truth telling may be culturally defined (Pergert & Lutzen, 2012). 
Examples of this might include a nurse who wishing to be honest conveys a poor 
prognosis to a patient and is viewed by her colleagues with differing moral norms as 
lacking compassionate. Equally there may be some cultures where withholding the 
truth is viewed as a commendable action. Truth telling can therefore can be viewed 
from two perspectives: the practitioner’s reasons for telling the truth and the 
recipients desire to know the truth. Much of the work in this area has been
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undertaken with individuals and their families who are either seriously ill or at the end 
of life (Guven, 2010; Rosenthal, 2013).
Tuckett (2004) undertook a review that examined the arguments for and against truth 
telling in clinical practice from the perspective of patients, doctors and nurses. The 
majority of the studies reviewed concluded that patients wished to be told the truth 
about their diagnosis and prognosis (Dunsmore & Quine, 1995), and more recent 
research also upholds this view (Russell & Ward, 2011). However it is acknowledged 
that culture and religion influence this choice (Balder & Surbone, 2009). Tuckett’s
(2004) review showed varying opinion from doctors on the practice of truth telling 
(Thomsen et al, 1993), and more recent work demonstrates there is still reluctance 
amongst physicians in some cultures to fully disclose cancer diagnosis and prognosis 
(Shahidi, 2010). The review found that numerous studies undertaken with nurses 
demonstrated they practiced deception, utilising half-truths and denials to deliberately 
deceive (Schrock, 1980; Teasdale & Kent, 1995). Whilst these studies are quite old 
there are still examples cited in the literature even today, where the truth is withheld 
from patients, on the basis that it would extinguish hope and have a negative 
psychological impact (Costello, 2010). It is evident that there continue to be situations 
where clinicians withhold the truth from patients and it may now be useful to consider 
the justification that is given for this practice.
There are numerous reasons why practitioners withhold the truth and these are 
heavily influenced by cultural values. One of the most frequently cited is a fear of 
causing psychological harm to the patient. The majority of studies in this area relate 
to diagnosis and prognosis in cancer patients and the evidence base is both 
contradictory and inconclusive. Fallowfield et al (2002) showed that non-disclosure in 
palliative care resulted in higher rates of psychological morbidity leading to increased
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anxiety, fear and confusion amongst patients. In addition whilst Atesci at al. (2004) 
found high levels of psychological morbidity in patients who had been given their full 
prognosis, they found similar levels of anxiety in patients who had not been told and 
guessed as a result of their treatment regimen.
The second reason cited for not telling the truth is the patient’s perceived reluctance 
to be informed. Several studies have shown that the majority of patients prefer to be 
informed (Gongai et al, 2006; Shahidi et al, 2007). Whilst there are acknowledged 
cultural biases in the desire to be told the truth, it is nevertheless dangerous to make 
sweeping assumptions and not to treat each person as an individual (Fallowfield et 
al., 2002). Arber and Gallagher (2003) suggest that the patient’s autonomy is a 
prevailing imperative which supports their right to both know or not to know.
A third reason cited is related to the clinicians self interest in concealing the truth. 
Whilst protecting the patient from psychological harm is seen as a powerful 
justification for non-disclosure. Several studies have highlighted the stress and 
psychological pressure experienced by clinicians when having to disclose bad news 
to patients (Friedrichsen & Milberg, 2006; Panagopoulou etal, 2008; Surbone, 2006; 
Tobin, 2012). Truth telling appears to be a source of emotion work amongst clinicians 
as they feel stressed in taking away hope from their patients, having to deal with the 
patients reaction and they feel inadequate in having failed to provide a cure or 
solution.
A lack of training or guidance in this area is also cited as a reason for withholding the 
truth. There is strong evidence to suggest that developing emotional capability and 
good communication skills is effective in helping clinicians breaking bad news (Back 
et al, 2007; Fallowfield et al, 2002; Lienard et al, 2010). Whilst there is aiso some
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evidence of effective training in midwifery, this has mainiy been focused around 
disclosure in congenital malformations (Reynolds, 2003) and intrauterine death 
(Mitchell, 2005) and there is no published evidence around truth teliing in obstetric 
emergency. Finally a lack of time and appropriate environment are cited as barriers to 
disclosure in oncology (Shahidi, 2010), this may be of importance in obstetric 
emergency but once again there is no published work in this area.
It is evident that truth telling and disclosure is a complex ethical and moral issue. 
Much of the work in this area centres in palliative care and in patients with life 
threatening illness, there is little published in relation to midwifery practice. 
Nevertheless this is an important issue for mid wives both in the context of obstetric 
emergency and beyond. The notion that truth telling is important to patients and might 
also be viewed, as a cultural artefact are important factors in improving the quality of 
patient care. In addition the autonomy of the patient and their right to know or not to 
know must be respected. Finally the emotion work generated for clinicians by truth 
telling should not be underestimated, and preparation for this aspect of their role is of 
paramount importance.
A further aspect of the ethics of care, which was evident in the data in this study, was 
the notion of reciprocity, the idea of both valuing, and being valued. Eriksen et al 
(2012) describe being valued as the basic humanity that all humans share. Their 
study highlights the concept of reciprocity in the relationship between patients with 
mental health problems and the nurses who care for them. This notion of reciprocity 
is based upon the premise that for patients to be valued and recognised the 
professionals caring for them must give something of themselves. They describe 
reciprocal relationships as those, which acknowledge the Importance of both the 
service users and professional’s views. In reciprocal relationships both parties have a
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voice and are willing to listen to each other and change their stance on a particular 
issue (Pettersen & Hem, 2011). Hunter (2006) examined reciprocity in the midwife- 
mother relationship in community-based care. She describes a model for midwife- 
mother exchanges, which is based around the concept of reciprocity:
Type of Exchange Nature of the 
relationship
Consequences
Balanced exchange Midwife gives and takes
Woman gives and takes
Leads to affirmation of 
midwife’s role
The midwife feels there is 
a balance between give 
and take.
Midwifery work is 
legitimised and the work is 
emotionally rewarding.
The midwife is in control of 
a reciprocal exchange
Rejected exchange Midwife gives
Woman does not take or 
give back
Leads to disruption of the 
midwife’s role
This occurs when women 
are unresponsive or 
hostile towards the 
midwife
Midwifery advice is 
rejected
Emotion work is required
Reversed exchange Woman gives
Midwife does not take
Challenges the midwife’s 
boundaries
The woman attempts to 
give support to the midwife
Midwife considers this 
inappropriate
Woman is perceived as 
over - familiar
Emotion work is required
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Unsustainable exchange Midwife gives
Woman takes
Woman wants to take 
more
Challenges the midwife’s 
boundaries
Occurs where the woman 
has unrealistic
expectations of the 
midwife in terms of 
practical and emotional 
support
Midwife experiences over 
involvement and has 
concerns regarding 
personal boundaries and 
sustainability
Considerable 
work required
emotion
(Hunter, 2006; p. 316)
Hunter (2006) proposes this modei is a helpful tool in aiding our understanding of the 
nature of the midwife- woman relationship, and those relationships, which are either 
emotionally rewarding or emotionally challenging. Whilst it might be argued this 
model oversimplifies a complex process, Kalberg (2005) suggests these types of 
models are utilised widely in fostering better understanding of complex social 
processes. Whilst acknowledging reciprocity is an important feature of the midwife- 
woman relationship Hunter (2006) suggests this model may be useful in helping 
midwives overcome some of the challenges it creates.
It is evident from this discussion that the ethics of care are a pivotal concept in 
helping is understanding the meaning of care and the nature and meaning of 
relationships in everyday practice. The ethics of care are important to this study and 
this literature will be widely utilised in the discussion of the theme categories of 
Coping and Valuing and Respecting.
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5.6 Qualitative Perspectives on Caring
A great deal of qualitative enquiry has been undertaken examining the concept of 
care. A large proportion of this work has examined care from the perspective of the 
patient (Rieman, 2013; Wagner & Bear, 2009). Sellman (2011) explores the attributes 
of a good nurse from a philosophical perspective, and supports the notion that caring 
is based upon qualities of the caregiver, as well as expressive and instrumental 
behaviours.
Early work by Mayer (1986) examined the congruence between nurses' and patients’ 
views on caring behaviour. Interestingly patients ranked the technical skills of the 
nurse as being most important, whereas nurses felt that expressive behaviours were 
more meaningful. Whilst overall there was congruence these differences are 
significant. Their significance is heightened when one considers the only literature on 
caring following obstetric emergency is from the woman's perspective. This 
demonstrates a gap in the literature and the need to further expand our 
understanding of the concept in this context.
Several studies have looked at nurses’ views on caring, which were of huge interest 
to the profession in the eighties and nineties. Wolf (1986) identified five caring 
behaviours as: being attentive, listening, comforting, honesty, patience and 
responsibility. Meanwhile Ford (1981) identified two major themes those of giving of 
oneself and genuine concern for the well-being of another. Of greater interest are four 
more recent studies, which utilised a phenomenological approach to expound the 
meaning of care from the perspective of the carer.
153
Green-Hernandez (1991) set out to examine the question of what is the experience of 
caring and is the iived experience of caring a direct intentional response or a 
spontaneous human process. The study was comprised of a purposive sample of 
twenty nurses from varying disciplines who met the inclusion criteria. The study 
focused upon the lived experiences of professional nurse caring compared to the 
iived experiences of natural caring outside of the work place. The following serves to 
illustrate the themes, which emerged.
Natural Caring Themes
Being there
Touching
Communication
Reciprocity
Time
Empathy
Professional Nurse Caring Themes
Holism
Touching
Communication
Listening
Technical Competence 
Being there
Professional Experience
Empathy
Social Support
Reciprocity
Involvement
Time
Learning
Helping
It is clearly demonstrated that this group of participants perceived there to be 
similarities between professional caring and natural caring. From this Green- 
Hernandez concludes that the capacity to care professionally is somehow based 
upon our natural caring instincts. This does not however preclude the notion that 
nurses can ‘iearn’ to care.
Clarke and Wheeler (1992) undertook a phenomenological investigation into the 
experience of caring of six British nurses from differing clinical areas. Once again the 
study utilised Colaizzi’s seven-stage process to facilitate data analysis. They describe 
four main categories, which arise from the data. The first of these categories is ‘Being 
Supportive’. Within this category nurses described their focus on humanistic 
experiences such as valuing, respect, trust, loving concern and giving of self. This 
final theme cluster was viewed as being of particular importance with some
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participants expressing their frustration at being unabie to “give of seif’ when patients 
shut themselves off and became withdrawn. Communicating was seen as the 
medium whereby nurses expressed concern and support. Such communication was 
seen to involve the physical presence of the carer, and in some cases touch. All of 
the participants in this study described experiencing feelings of pressure as a 
consequence of caring. These pressures came from patients and aiso the system 
within which they cared. It was apparent that these pressures could have an adverse 
effect upon the quality of care they delivered. Caring ability was the final category and 
pertained to a nurse’s ability to care which was seen as innate and instinctive. This 
finding compliments the findings of Green - Hernandez (1991) who proposed that 
professional caring was based upon a natural instinct to care.
The following table illustrates the theme clusters and the theme categories in which 
they are subsumed:
Category Theme Cluster
Being Supportive Loving concern 
Valuing people 
Respect 
Trust
Giving of seif
Awareness of patient’s needs 
Promoting independence 
Being firm
Communicating Talking
Information giving 
Listening
Touching and hugging 
Presence
Pressure Personal problems that affect caring 
Frustrations that effect caring 
Difficult to care for patients 
Quality affected
Caring ability Origins of care 
Coping
(Clarke and Wheeler, 1992. p 1286)
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These categories and clusters were utilised to formulate the essential structure of the 
phenomenon. It is proposed that ‘Care is the response to a continuous process of 
need that is experienced through the giving of oneself to another, creating friendship 
through trust, love and value’ (p. 1287). This study whilst replicating some of the 
findings of previous research offers some fresh findings in the exhaustive description, 
which include love, trust, giving of seif, developing an awareness of the patient’s 
needs and the quality of care.
Forrest (1989) had previously undertaken a similar phenomenological investigation of 
the lived experience of caring for seventeen staff nurse within the disciplines of 
medicine, surgery, psychiatry and paediatrics. Using Colaizzi’s method he found thirty 
theme clusters, seven categories which were arranged under two broad 
classifications: What is caring? Secondly what affects caring? Within the first 
classification nine theme clusters were found and two categories were derived: 
involvement and interaction. Under the second classification twenty-one theme 
clusters and five categories were found. Those five categories included: oneself/ 
patient, frustrations, coping, comfort and support. These were then utilised to 
formulate the essential structure of the caring which was seen to be ‘first and 
foremost a mental and emotional presence that evolves from deep feelings for the
patients experience caring actions involvement with a patient can increase
personal vulnerability with the potentiai for hurt. There is a dilemma between caring 
too much and too littie’ (p.818). This study offers a not dissimilar view on the 
meaning of care.
The previous three studies have focused on participants whose nursing practice was 
undertaken within a variety of settings. It is possible that such variation may have had 
an impact upon the results. It is difficult to locate studies within the literature, which
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do not have this broad participant base. The importance of locating more specific 
studies was feit important when it is considered that the research to be undertaken 
relates only to midwives. One study was iocated within the iiterature whose 
participants were oncoiogy nurses. Cohen and Barter (1992) utiiised phenomenoiogy 
(Barritt et al, 1984), participant observation and ciinicai exemplars (Benner, 1984) to 
answer the question ‘what is the meaning of work for oncoiogy nurses?’ Five 
recurrent themes were identified: Typical day of a staff nurse, typical day of a charge 
nurse, the essence of cancer nursing, difficuities and rewards. Unfortunately Cohen 
and Barter’s (1992) study contained a number of fiaws, which make the utilisation of 
its findings to inform the discussion a littie dubious. One of the fundamental 
prerequisites for phenomenological research is that the participants have a thorough 
knowiedge of, and insight into the phenomena, which is to be studied. Unfortunately, 
it transpires that whilst the participants were invoived in the care of oncology patients, 
this was on a transient basis, and a significant number considered they beionged to 
other specialties e.g. critical care and theatre nursing. It would therefore seem 
inappropriate that the findings were generalised as the iived experience of oncology 
nurses. The other problem with this study is that while its aim was to explicate the 
meaning of care in the oncology setting, the research question actually pertained to 
the meaning of ‘work’. Perhaps as a resuit of this, the findings appear to have a nurse 
centred, task orientated and disease -based focus, which is at odds to the three 
previous phenomenological studies.
Whilst all of these studies have elucidated the meaning of care it must be 
acknowledged that such meanings may not be transferabie to another discipline such 
as midwifery. This is a particuiarly important consideration in the light of Ray’s (1987) 
suggestion that more emphasis should be placed upon the setting, specialty and 
organisational contexts, which may influence the participant’s perception of care. The
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qualitative work considered in this Section contains many of the seminal pieces of 
nursing research in this area. These studies are important, as they were the early 
foundations for further qualitative and quantitative explorations of the meaning of care. 
They provide a broad perspective on the meaning of care from the viewpoint of the 
practitioner and are therefore useful as a starting point to consider care- giving from 
the perspective of the mid wives in this study. They will be utilised in Chapter 6 as 
comparators to the findings of this study. It may now be useful to move from this 
broad conceptualisation to consider literature published on care and emotions, 
followed by care and midwifery.
5.7 Care and Emotions
The role of emotions in care is an important aspect of the literature surrounding the 
nature of nursing care. However in order to expiore this complex area it is first 
necessary to look at the more fundamental aspects of psychology and in particular 
psychodynamic theory and its relation to caring behaviours. In particular the work of 
Freud is fundamental in understanding the caring dynamic and emotions from a 
psychoanaiytic perspective.
Sigmund Freud (1856-1939) was a Viennese physician specializing in neuroscience. 
He became intrigued by psychiatric disorders, particulariy anxiety and hysteria that 
appeared to have no physiologicai cause. In 1917 he published his treatise on the 
structure of the mind. In his view the mind was like an iceberg, the part visibie above 
the surface of the ocean represented the conscious mind that part of which we are 
aware. The part below the ocean surface represented the unconscious mind; that 
part of which we are not aware, but that has a profound infiuence on our behaviour. It
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is the dynamic between the conscious and unconscious mind, which is of specific 
interest when expioring care and emotions.
Freud divided the unconscious part of the mind into three components: the id, the ego 
and the superego. The unconscious may be defined as the thoughts and inner 
feeiings, which are not brought to cognition (Ailan & Barber, 2005). For Freud, the id 
is present at birth and represents the needs and wants of the individual, it is entireiy 
self-serving and does not consider others or the consequences of its demands. Freud 
suggested that the needs and wants were: sex, aggression and hunger. Freud also 
suggested that the id operates on the “pleasure principle”, I want it and I want it now! 
The id is the most primitive part of the mind and an infant is dominated by the id. 
Gradually, a child modifies its behaviour as the ego deveiops. The ego functions with 
the rational part of the mind and is the part that is in ciosest contact with the 
conscious mind. It realises that the demands of the id cannot necessarily be gratified 
immediateiy and so it plans and develops strategies that enable these demands to be 
met; the ego operates on the “reality principie”. Neither the id or the ego are moral, 
this part of the personality develops with the “superego”. Freud says that the 
superego develops along with resolution of the Oedipus or the Electra complexes 
when children are about four or five years old as an internalised representation of 
parents and society deveiops. Freud says that it is composed of two parts, the “ego- 
ideai" which is the internalised representation of the rewarding parent and provides 
rules and standards of good behaviour. It is the component that makes a person feel 
proud or good about themselves when they do something praiseworthy. The 
“conscience” is the second part of the superego and represents the punishing parent, 
it comprises all those behaviours of which a parent, society or cuiture may 
disapprove. It is the component that makes a person feel guilt when they behave in a 
way that does not iive up to those ideals.
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Freud argued that the way someone behaved would be the result of the resolution of 
the conflicts between the demands of the id, ego and superego. Clearly, in current 
society the demands of the id cannot be gratified immediateiy and so the ego has to 
develop strategies to gratify these demands in an appropriate manner, at the same 
time it has to take into consideration the demands of the superego. When there is 
conflict between the id and the superego, Freud says that a feeling of anxiety 
develops and acts as a signal to the ego that there is an issue that needs dealing 
with. Freud suggested that way in which the ego manages to do this is by the use of 
defence mechanisms. A defence mechanism is a strategy by which the demands of 
the id and superego can be resolved in a manner that is satisfactory to both. It is 
normal for these defence mechanisms to be used; it is only when they get out of 
proportion that anxiety disorders deveiop.
Freud first identified repression as a defence mechanism; in repression demands of 
the id or superego that would cause anxiety and threaten the ego are pushed into the 
unconscious. For exampie, when faced with a physically aggressive patient a nurse's 
id may make her feel that she wishes to “hit back” at patient but this demand is in 
conflict with the superego and is pushed into the unconscious. The problem is that 
these id demands do not disappear and may re-emerge when in particular 
environments, such as the A&E department where the situation originaily occurred. 
The resuit might be a phobia of this department, the reason for which is not apparent 
to the nurse concerned.
Another defence mechanism is displacement where feelings or frustrations are 
directed from a powerfui target to a weaker substitute. For example, someone who is 
angry with their patient at work may go home and take out their anger on their spouse
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or children. Sublimation is a more sociaiiy acceptable form of displacement; in this 
case a person channels their anger or frustration into something that society accepts. 
For example, a person may channel anger at their patient by undertaking some form 
of vigorous physical exercise. Denial is a defence mechanism in which the truth of a 
matter is not acknowledged. For example, a smoker may refuse to accept the risks 
invoived in tobacco use. This defence mechanism is very primitive and dangerous, as 
you cannot disregard reality for long. Projection is a defence mechanism that involves 
transferring thoughts or feeiings onto someone else. For example, a nurse might 
dislike a patient in their care but their superego tells them that it is wrong to feei like 
this; so the ego resolves the situation by telling the nurse that it is the patient dislikes 
them. The defence mechanism rationalisation involves explaining things to oneself in 
a less damaging way. For example, one may spend too much money on a new car, 
but one explains it to oneself by saying that the old one was bound to break down 
soon. Other defence mechanisms include regression, where the individual takes on 
child like behaviours in times of stress, such as thumb sucking and crying and 
reaction formation where the person take on behaviours that are the opposite of the 
id desire, for example the id may want to strike out in anger at work colleagues, but 
instead the individual becomes their representative on a management committee.
Effectively, the aim of all of these defence mechanisms is to reduce the threat 
created by the demands of the id and superego on the ego. In cases where the 
demands become too much and the individual develops a neurotic or hysterical 
behaviour the aim of psychodynamic psychotherapy is to help the person to become 
self-aware and to develop an understanding of the unconscious forces at play. Some 
of these psychodynamic mechanisms can be seen to come into play when discussing 
the role of emotions in thé workplace. The roles of these psychodynamic defence 
mechanisms and in particular repression are important when examining the role of
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emotions in the workplace. In essence Freud believed that ‘society’ was a result of 
the ability of individuals to repress their antisocial emotions through the unconscious. 
This seminai work is fundamental to our understanding of the role of emotions in the 
workplace and contemporary research on emotional labour and the management of 
emotions draws upon many of these eariy psychodynamic principles.
The role of emotions in the workplace has been the subject of numerous studies 
since the late sixties (Goffman, 1969; Strauss etal, 1982). Williams (2003) describes 
emotions as cognitive processes, which are linked to social norms, which we utilise to 
maintain our social bonds. Goffman (1969) undertook an analysis of social interaction 
and explored the way in which individuals utilised impression management and 
sought to influence the view others held of them by expressing or suppressing their 
feelings and emotions. He asserted that the manner in which we display emotion is 
mediated by the social context and accepted social norms. Similarly Hochschild 
(2012) in her book The Managed Heart concludes that we manage emotion to ensure 
that emotional display is contextually appropriate. She describes the term emotional 
labour as being work that is done in the public domain and emotional work as in the 
private domain The book explored the way that employers seek material gain by 
harnessing and managing the emotions of their employees, in this case in the airline 
industry. The work proposes that our experiences of early socialisation shape the 
way that we manage our emotions, which she terms ‘emotional labour’. The literature 
on emotional labour falls into two main categories, those concerned with defining the 
facets of emotional labour (Morris & Feldman, 1996), and those who seek to identify 
the impelling factors and its consequences (Ashford & Humphrey, 1993). In addition 
there are two schools of thought on the impact of emotional labour, Hochschild 
(2012) and Kahn (1993) propose it has negative emotional consequences for the 
individual whereas Ashford and Humphrey (1993) and Callaghan and Thompson
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(2002) take an opposing view. Korczynski (2003) suggests that the formation of 
informal networks or communities of coping within the workplace go some way to 
ameliorate the potentially negative impact of emotional labour in the workplace. 
Similarly Norbeck (1985) and Mealer et al (2007) describe the importance of 
collective coping strategies for nurses working in a highly stressful critical care 
environment.
Hochschild (2012) concludes that requiring individuals to manage their emotions in 
this way ultimately has a negative impact on their psyche and turns them into 
emotional cripples, alienated from their true emotions, a view which is supported by 
Bolton and Boyd (2003).
Hunter and Deery (2009) outline the challenges to this thinking put forward by a 
variety of authors (Bolton, 2001, 2005; Pogrebin & Poole, 1995; Smith, 2011). Bolton 
(2000b) argues that Hochchild’s view of emotional management is too simplistic and 
fails to acknowledge the complex interplay between the public and private seif. She 
further asserts that her description of emotional work as a ‘gift’, which is only given in 
one’s private life belies the true complexity of human emotions and their impact in 
organisational culture. She suggests that it is necessary to develop an appreciation of 
emotional management that acknowledges both the personal and organisational 
motivation underpinning this type of work. Harris (2002) reinforces this view and 
proposes the development of a taxonomy of emotion management skills. Bolton 
(2000a) proposes four categories of workplace emotion and describes different types 
of management skills, which are assigned to each category. These include:
• Presentational -  governed by social norms.
• Pecuniary -  governed by commercial imperatives.
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• Prescriptive -  governed by statutory, regulatory or organisational standards.
• Philanthropic -  given as a gift.
Utilising such a framework further develops our understanding of emotion 
management and in particular that it can be viewed as a multifaceted concept, which 
is driven by organisational, personal and regulatory needs. Emotional labour can be 
viewed as a continuum along which individuals move back and forth dependent upon 
the context in which they find themselves.
These frameworks of emotional labour do not take into account the gendered nature 
of this type of work alluded to in Section 5.2. The work of Guy and Newman (2004), 
Hochschild (2012) and Taylor and Tyler (2000) all suggest that emotional labour is 
viewed as female work ,which draws on the skills women are viewed to possess by 
virtue of their differentiation from the norm of masculinity. Lewis (2005) suggests that 
Bolton’s taxonomy can be seen to contain an inherent gender bias. Adams et al 
(2000) argue that the characteristics of a professional such as autonomy, expertise, 
and self-discipline are characteristics attributed to men. It might therefore be 
proposed that prescriptive management of emotions is a male gendered concept. 
Examining philanthropic emotional management the behaviours are seen to be those 
of nurturing, support and empathy, which exceed those required by the professional 
approach. It could therefore be argued since this higher level of involvement, which is 
clearly demonstrated in nursing is associated with female employees hence 
philanthropic emotional management could be gendered as female. Lewis’s (2005) 
study sought to examine this hypothesis in the context of emotion management in a 
special care baby unit and found that there was a clear tension between the 
prescriptive emotional management offered by the male doctors involved in care and 
the philanthropic approach of the nurses who sought to understand and address the
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emotional issues which were entwined with the prescribed medical care. Lewis
(2005) argues that the contribution made by philanthropic management is 
undervalued and taken for granted a notion supported by Guy and Newman (2004). 
Perhaps the professionalisation of nursing has now created a tension with the nursing 
ideals of philanthropic giving. Gender also played a significant role in the 
communities of coping that developed within the unit described in Lewis's (2005) 
study. These groupings appeared to mirror the suggestion made by Korczynski
(2003) that communities develop where there is social cohesion in terms of shared 
gender and shared experience of work. Nurses appeared to cluster together in a 
grouping where they further enacted female philanthropic giving behaviours in terms 
of giving reciprocal emotional support. The notion that emotion is a gift, which is 
freely shared with patients for whom nurses care, is also countered by the 
professional nature of nursing. Nurses have to work doubly hard to offer of 
themselves and become deeply involved in caring for their patients and at the same 
time retain professional composure. Downe (1990) and Bolton (2000b) suggest 
caring for patients in a professional manner and also to care deeply might be viewed 
as mutually exclusive concepts but achieving this seemingly impossible approach is 
what it means to be a professional nurse.
Some would argue that demands of fulfilling both the professional and the 
philanthropic aspects of care places huge demands of the carer leading to emotional 
exhaustion and compassion fatigue (Nyatanga, 2009). Several authors have explored 
the experiences of nurses in stressful clinical situations and the personal and 
professional impact that such encounters have over time (Goldblatt, 2009; Shorter & 
Styat, 2010; Varcoe et al 2012). Goldblatt’s (2009) study of nurses who cared for 
abused women had one main theme ‘struggling on work and home front’. The nurses 
in this study stated working with abused women presented both professional and
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personal challenges and created dissonance between what they perceived to be the 
required professional interventions and their personal values and emotions. These 
tensions created strong emotions within the group who felt both compassion and 
empathy but also anger at the women in their care, emotions which ultimately many 
felt would lead them to leave this area of clinical practice Similarly Shorter and Styat
(2010) found that critical care nurses described the feelings of ‘meaningful 
engagement’ they developed with some patients in their care and the subsequent 
impact the death of these patients had upon them. The need to be emotionally 
engaged with a dying patient was seen to be paramount in facilitating a good death, 
but repeated exposure of self in this way was seen to lead to stress and in some 
cases burnout. In order to maintain and emotional equilibrium some nurses engage in 
emotional disassociation. Mackintosh’s (2006) study of surgical nurses suggested 
that they differentiated between themselves as a person and as a nurse. This 
disassociation was also observed by Froggart (1998) in a study, which examined 
emotional work in hospice nurses and in which nurses described switching on and 
switching off between work and home. Similarly Styat’s (2009) study described how 
nurses hid behind the professional persona of being a nurse. The importance of 
emotional disassociation in maintaining emotional equilibrium and notion of managing 
emotions reflects some of the earlier discussion around Freud’s psychodynamic 
theories and the impact that in-balance between the id, ego and superego may have. 
The notion that professionals repress their feelings and present a professional 
persona to the world has been seen as a prevalent notion in the literature. 
Mackintosh’s (2006) study also highlighted the informal support nurses obtained from 
colleagues that was utilised as a short term coping mechanism. Worryingly in the 
long term nurses described the normalisation of death and grief as their main coping 
strategy. Such strategies may potentialiy affect the psychological well-being of the 
carers and the quality of care they are able to offer patients. Finally in this area
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Varcoe et al (2012) examined the emotional impact of undertaking care that the carer 
described as morally distressing. In this study nurses described a number of morally 
distressing situations including those where patients were suffering unnecessarily, 
where the care they were being required to give compromised their personal values 
and finally where they witnessed other members of staff making negative judgments 
about the patients in their care. The participants in this study described themselves 
feeling ‘shocked’, ‘anxious’ and ‘emotionally drained’ and they reacted by avoiding 
contact with patients, and limiting their involvement in patient care, or leaving the 
profession, strategies similar to those described in the studies previously cited.
Whilst much of the work in this area has centred on nursing practice, there is a much 
smaller body of knowledge around the emotional impact of caring in midwifery 
(Hunter 2004; Hunter, 2005; Hunter and Deery, 2009; Leinweber & Rowe, 2010). The 
lack of research-based evidence in this area is surprising given the intimate and 
potentially emotionally charged environment of midwifery practice and birth. So whilst 
contemporary midwifery texts outline the importance of psychosocial care for women 
(Raynor & England, 2010), there is very little published which explores the 
implications for midwives. The research on emotional labour in nursing focuses on 
care in an illness setting, whereas mid wives work with predominantly healthy women 
and their families, and its relevance to midwifery practice may therefore be tenuous in 
some instances. Hence whilst the literature on emotion work in nursing expounds the 
tensions that occur in managing relationships with patients, the published midwifery 
research describes a different perspective. Interest in this aspect of midwifery 
practice was sparked by Hunter (2001) who published a literature review, which 
describes five main sources of emotion work in midwifery, which were derived from 
research into other aspects of midwifery practice. These five sources included: 
changes in the organisation of care; high levels of expressed emotion; intimacy of
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midwifery work; working with women in pain and division of labour. She concluded 
that there was a ‘ lack of acknowledgement or consideration of this aspect of 
[midwifery] work’ (p.439) and suggested there was an urgent need to explore this 
area of midwifery practice. Hunter (2004, 2005) later published two parts of a study, 
which specifically examined emotion work and midwifery. The first paper (Hunter, 
2004) describes a three phase ethnographic study, which explored how mid wives 
experienced and managed emotion in their everyday practice. This study found that 
emotion work in midwifery was located mainly in the area of conflicting ideologies of 
midwifery practice. These findings are at odds with the studies in nursing where the 
emotion work centred on the nurse/client relationship. The two predominant 
conflicting ideologies in Hunter’s (2004) study were those of hospital and community 
based midwifery. Hospital midwifery was viewed as institutionally driven, dominated 
by service needs and with a medicalised approach to care. By comparison 
community midwifery was viewed as espousing the philosophy of being ‘with woman’ 
where mid wives work in partnership with women to deliver individualised care. When 
mid wives can work with women in the community they described their work as 
emotionally rewarding. However, when operating in the hospital environment then 
they describe the need to regulate tensions through emotional work. In the second 
paper Hunter (2005) examines emotion work and boundary maintenance in hospital 
based midwifery practice. This paper identifies the main source of emotion work to be 
negotiating relationships with midwifery colleagues, and in particular the conflict 
between junior and senior colleagues. Once again emotion work with the women in 
their care was not a feature of this research study.
Aligned to these studies on emotion work Leinweber and Rowe (2010) undertook a 
more specific meta-analysis of the literature exploring secondary traumatic stress in 
midwifery practice. They concluded that there has been scant attention paid to the
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possibility that witnessing traumatic events, such as an obstetric emergency, may 
have an impact on the midwives involved. Developing an empathetic relationship 
with a woman is at the heart of midwifery practice, but it is also one of the major risk 
factors found in secondary post-traumatic stress disorder (Thomas & Wilson, 2004). 
This analysis of the literature suggests that being ‘with woman’ has the potential to 
lead to secondary post-traumatic stress disorder. The consequences of this may be a 
reduction in empathy and withdrawal from emotional intensity. This emotion work is 
undertaken by midwives in order to protect their emotional well-being. The paper 
highlighted the need for more comprehensive research in this area.
The published work on emotional labour in nursing and the smaller body of work in 
midwifery both demonstrate the significant impact it has on the caring workforce. The 
literature on emotion work clearly links back to some of the early work on Freud that 
was previously outlined. Freud set out a theory that emotion could be experienced 
unconsciously with out the expression of that emotion. He also postulated that 
emotion can be experienced and expressed consciously. The linkage of these two 
potential theories to the work on emotional labour is clear. Freud felt that ‘society’ 
(which in this context could be viewed as the cultural context in which healthcare 
occurs) develops, and exists as a result of our ability to repress antisocial emotions 
through the conscious and unconscious mind. Failure to supress such antisocial 
feelings can lead to displays of emotion, which may be deemed culturally 
unacceptable in the context of healthcare. Furthermore individuals will repress these 
culturally unacceptable thoughts and feelings to enable social and most importantly 
professional interactions to occur. These social interactions and norms are shaped 
through the healthcare professionals early experiences in the healthcare context. 
These Freudian principles can be seen to pervade all of the theories of emotion work
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both in the context of managing emotions but also the personal and cultural 
consequences of failing to do so.
It can be seen that the emotional labour of caring has a huge impact upon the nursing 
and midwifery workforce. Whilst the Zeitgeist of professional practice dominates the 
current culture of the healthcare system the impact of deep emotional engagement of 
patients receiving care must not be lost. The literature suggests that only through 
acknowledging and equipping practitioners to manage such encounters can the 
balance of an emotionally healthy workforce and patients who feel well cared for, be 
achieved.
Emotion management permeates the stories of all the mid wives in this study and this 
literature will be hugely important to all aspects of the discussion and 
recommendations. In particular the discussion surrounding the theme category of 
involvement will utilise this theoretical material to inform the debate within the 
midwifery context.
5.8 Care in Midwifery Practice and Obstetric Emergency
Whilst the literature reviewed so far has focused upon the meaning of care for both 
nursing and other disciplines, despite a methodical search no such research could be 
located which pertained to care during obstetric emergency from the perspective of 
midwives. The aim of this Section is therefore to contextualise the study by reviewing 
some of the current literature relating to obstetric emergency in labour.
Obstetric emergencies in labour are often unheralded events and as such it is difficult 
to be adequately prepared. There is a dual focus to the literature published in this 
area. Firstly papers which seek to explore the experiences of parents. Secondly
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papers which, explore and make recommendations for the care, which is given. 
Finally and most importantly, there is nothing, which explores this from the midwives’ 
perspective. However there is some limited literature, which explores emergency care 
from the perspective of obstetric nurses and some broader work, which examines the 
concept of emotional work in midwifery.
The reaction of women and their experiences of obstetric emergency and traumatic 
events are receiving increasing attention in the literature (Olde et al 2006). Van Son 
et al (2005) outline that even seemingly normal births can be viewed by mothers as 
hugely traumatic and this can result in serious psychological consequences for the 
woman. Beck (2004) analysed the birth stories of forty women and noted that birth 
trauma was often described by women who had ostensibly in their clinicians views 
had an uneventful birth. She describes four themes;
• To communicate with me; why was this neglected.
• To provide safe care: you betrayed my trust and I felt powerless.
• The end justifies the means: at whose expense and at what price.
• To care for me: was that too much to ask.
What is dear from this study is that women’s perceptions of their birth are based not 
only on the birth itself but also on their unmet expectations. The importance of 
focusing on the event in its entirety and not just the outcomes is also highlighted. 
Crompton (2003) takes this further and suggests that all women should be treated as 
if they are survivors of traumatic events. She suggests that this enables us not to 
miss the normal birth, which has traumatic consequences for the woman involved. 
Beck (2006) undertook a subsequent study, which reaffirmed the notion that caring 
and communication were seen as vitai in enhancing women’s birth experiences.
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Similarly Waldenstrom et al (2004) noted the positive long term impact of empathetic 
care on women’s perceptions of traumatic birth. Supportive care appears in this 
instance to improve the perception and impact of traumatic birth. Bryanton et al
(2008) undertook a study to determine the predictors of women’s perceptions of 
childbirth and found it was the degree of relaxation, control and awareness were 
some of the strong predictors of outcomes. Whilst this is slightly different from the 
work of Beck (2006) it could be argued that empathetic care is a precursor to these 
predictors and that without good midwifery care women cannot feel relaxed and 
empowered in their birth experience.
Mapp and Hudson (2005) undertook a study, which specifically examined the lived 
experiences of women during obstetric emergency in labour. The study gathered data 
from ten women using a phenomenological approach and identified a number of key 
themes:
Communication.
Feelings.
Recall of the event.
Control.
Expectations of healthcare professional’s behaviour. 
• Partner’s experiences.
A similar study by Goldbort (2009) looked at the experiences of women who had 
birthing experiences, which were not as they had expected. Whilst this included 
women who had had assisted deliveries and fourth degree tears it also incorporated 
women whose birth experiences were incongruent with their expectations. 
Nevertheless these women all viewed their births as traumatic and the themes of
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caring, connection and control are similar to those described by Mapp and Hudson
(2005).
Aligned to this literature, which specifically examines women’s experiences of 
traumatic birth there are a number of studies, which examine women’s perceptions of 
caring behaviours and expanding on this what constitutes a good midwife. Winfield- 
Manogin et al (2000) undertook a descriptive study, which highlighted the views of 
thirty-one women using a caring behaviour assessment tool. The ten most important 
behaviours described relate largely to technical competence
Know what they are doing
Know how to handle equipment
Give treatment and medication on time
Are there if I need them
Treat me with respect
Know how to give shots, IVs
Know when it’s necessary to call the doctor
Treat me as an individual
Are kind and considerate
Reassure me
Interestingly the least important behaviours related to the nurse connecting with the 
patient as a person e.g. understanding feelings, talk to me about my life and know 
how I feel. These findings, appear are at odds with the view of the practice of nursing 
as professional artistry, and rather seems to describe good care as a technical 
rational activity (Fish & Coles, 1998). The findings in this study may in some part be 
explained by the use of a quantitative scale which fails to elicit the participants own
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views of caring but requires them to select from a predetermined list which may not fit 
easily with their experiences. In addition this tool was developed for nursing the 
results describe perceptions of patients of obstetric nurses and not midwives.
Whilst there is little published specifically about caring behaviours in Midwifery there 
is an increasing body of evidence, which examines what constitutes a good midwife. 
There are those studies which examine this question from the perspective of the 
woman (Homer et al, 2008; McCourt & Pearce, 2000; McCourt et a/2006; Tennant & 
Butler, 2007), those who look at it from the mid wives perspective (Carolan, 2011), 
those who examine it from an educational standpoint (Butler et al, 2008) and those 
who have undertaken an integrative review across a diverse range of published work 
(Nicholls& Webb, 2006).
The literature, which utilised the views of women, has two recurrent themes those of 
skilled care and emotional elements. In contrast to the work of Winfield- Manogin et al 
(2000) these studies focused less on technical knowledge and competence and more 
on the importance of a holistic and personalised approach to care (Homer et al, 2008; 
McCourt & Pearce, 2000; McCourt et al 2006; Tennant & Butler, 2007). The 
relationship between the midwife and the woman was seen to be of paramount 
importance and women expressed the desire to have a midwife who was both an 
advocate and a friend (Fraser, 1999). Women also wanted a midwife who trusted and 
believed in their ability to give birth naturally (Homer et al, 2008) and who were 
sympathetic and gave of their time (Small et al, 1999). The literature, which utilised 
the views of midwives gave less credence to individualised care and placed a greater 
emphasis on technical knowledge and competence. Skilled competence 
accompanied by emotional intelligence were central to being a good midwife .The 
good midwife now needs to be technically competent, understands and is engaged in
174
research in addition to being kind, caring and compassionate (Carolan & Hodnett, 
2007). Carolan’s (2011) study which examined it from an educational perspective by 
ascertaining the views of new student midwives found that a belief in natural birth, 
being caring, supportive, empathetic, nurturing, flexible and with suitable life 
experience were all attributes of a good midwife. It is evident from all of the 
approaches taken that being good does not equate with being competent, to be a 
good midwife one has to be competent but also have a number of other attributes 
such as good communication skills, compassion and kindness. These attributes may 
be present in an individual before they become a midwife but equally they must be 
nurtured and developed throughout the mid wives career (Nicholls & Webb, 2006).
So whilst there is an increasing volume of work which seeks to examine how women 
experience emergencies and their views on the key attributes of the midwives who 
provide them with care there is only one published study which examines care in 
obstetric emergency from the perspective of the care giver (Goldbort et al, 2011) The 
study explores the lived experiences of nine obstetric nurses caring for women in 
traumatic birth in the USA. The study has one overarching theme ‘behind closed 
doors’, which describes the private nature of these traumatic events and the view that 
they could only be shared and understood by those who were present. Underlying 
this theme were six sub themes:
• Feeling the chaos -  emotionally charged experiences
• Expect the unexpected -  events are often unheralded
• It’s hard to forget -  events leave a lasting impression
• All hands on deck -  the importance of teamwork and timely response
• Becoming -  experience is part of being a nurse
• For the love of OB -  staying in obstetrics after traumatic events
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This study gives useful but limited insight into the experiences of obstetric emergency, 
but it is limited by the scope of practice of this particular group of practitioners versus 
the role of the midwife here in the UK. This Section has explored the literature related 
to care in midwifery and obstetric emergencies. It is of particular interest as there is 
little published in this area and it will therefore be important when reviewed alongside 
the overarching findings of this study.
5.9 Education for Obstetric Emergencies
The education provided for the management of obstetric emergency occurs in two 
main areas namely pre-registration programmes and post registration continuing 
professional development. There is some published literature, which explores the 
efficacy of pre-registration midwifery programmes by evaluating the preparedness of 
newly mid wives to practice (Hughes & Fraser, 2011; Skirton, et al, 2012), and their 
training for obstetric emergencies (Norris, 2008). Skirton, et al, (2012j undertook a 
prospective longitudinal study to determine whether midwives’ pre-registration 
education had equipped them to practise competently once they were on the 
professional register. The study utilised dairies kept by the mid wives to identify key 
events in the first six months in their first midwifery posts. The participants were a 
mixture of graduates from a three-year pathway and those who has undertaken a 
shortened programme following registration as a nurse. The key events were 
summarised under three themes:
• Impact of event on confidence of which complicated intra-partum events 
were the largest group
• Gaps in knowledge or experience which were dominated by obstetric 
emergencies
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• Articulated frustration, conflict or distress of which upon undertaking work 
that focused on high risk care was the largest group
They concluded that whilst there is a need to acknowledge the importance of 
normality the curriculum needs to explore complex care situations through the use of 
theory, simulation and practice experience. Hughes and Fraser (2011) undertook an 
evaluation of newly qualified midwives experiences of the preceptorship period and 
concluded that given the volume of complex cases there was a need to provide more 
focused individualised programmes to support mid wives through the transition. Norris
(2008) evaluated the use of simulated obstetric emergency training in undergraduate 
pre-registration education. Whilst this was a very small-scale evaluation she 
concluded that such activities enabled students to put theoretical learning into 
practice in a safe environment.
Education and training in obstetric emergencies and in particular simulation has 
become an important component of both pre-registration of post registration 
midwifery curricula. The emphasis on simulated practice has seen increasing 
importance within clinical education across a range of disciplines (Cant & Cooper, 
2010). Cooper et al (2012) undertook a systematic review of the use of simulation 
based learning in midwifery education. Their paper reviewed 24 published studies 
and found only two papers, which suggested simulation had an impact on clinical 
practice and patient outcomes (Draycott et al, 2008; Siassakos et al, 2009). Draycott 
et al (2008) describes a one-day inter-professional shoulder dystocia workshop using 
manikins, which resulted in a reduction in neonatal birth injuries. Siassakos et al
(2009) describes a reduction in diagnosis to delivery interval of cord prolapse 
following the roll out of an inter-professional workshop using both manikins and 
simulated patients. The importance of the use of simulated patients in addition to
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manikins was emphasised by Crofts et al, (2008) who showed improvements in 
communication scores when using actors versus the use of manikins alone. The use 
of high fidelity simulation has also been shown to be beneficial when compared to low 
fidelity training (Crofts et al, 2006) and the use of in-situ simulation improves 
teamwork scores (Ellis et al, 2008). What is clear is that there is a wide ranging and 
somewhat eclectic approach to this area of education and its associated research. 
However there is some evidence to suggest that simulated practice has an impact 
over and above a didactic approach and is therefore an important component of 
preparing mid wives to care for women in obstetric emergency (Cooper et al, 2012).
In addition to simulated practice the use of reflective practice is an important aspect 
of current healthcare education programmes (Bulman et al, 2012; Collington & Hunt, 
2006; Higgins, 2011; McCarthy et al, 2011). Reflection is a process, which enables 
individuals to learn from and through their experiences (Bulman et a l , 2012; Schon, 
1987). The ability to critically review clinical experiences in order to enhance future 
practice is one of the central tenets of contemporary healthcare education 
(Freshwater et al, 2008). Crowe and O’Malley (2006) suggest that reflection is a 
useful strategy to develop critical thinking, open minded, and autonomous 
practitioners. Bulman et al (2012) undertook an ethnographic study examining the 
use of reflection by students and teachers on a post registration palliative care 
course. They describe five main themes supporting the use of reflection:
• Making sense of experience, 'moving on’ and 'doing better’.
• Being critical about experience.
• Feelings and self-awareness in making sense of experience.
• Action as part of reflection.
• Intermingling the prepositional, affective and active through reflection.
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However Mantzoukas and Jasper (2004) who also undertook an ethnographic study 
with nurses on a medical ward found that the reflective process far from being a 
useful tool was utilised within the hierarchical structures on the wards to belittle the 
nurse’s experiences and their attempts to make sense of them. In this way reflection 
and reflective practices were invalidated through an organisational hierarchy, which 
then confined them to nurses own time and space. It can be seen that reflection and 
reflection on practice is viewed as a useful strategy in developing practitioners who 
are self-aware and critical. However in order for it to be of value it must become 
embedded within the culture of the practice environment.
Aligned to the process of reflection is the process of debriefing Couper et al (2013) 
undertook systematic review and meta-analysis of 2720 studies evaluating the use of 
debriefing to improve clinician performance or patient outcome following life 
threatening emergencies. They concluded that structured debriefing was an 
educational strategy that could be utilised to improve the acquisition of knowledge 
and skills, and improve the implementation of those skills in the practice setting. 
However they were unable to ascertain if there was any discernible benefit in terms of 
improvement in patient outcome measures.
Finally there is little published literature examining the efficacy of the use of 
mnemonics and guidelines in developing midwifery practice. However Riesenberg et 
al (2009) undertook a systematic review of the literature examining the efficacy of 
handover mnemonics in improving outcome measures in patient care. They 
concluded that whilst the aim of mnemonics and guidelines are to enhance memory 
and providing a structured approach to clinical situations, there is little published 
evidence to support their effectiveness. These conclusions correspond with the work
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of Winters et al (2006) who concluded that further research was required to 
substantiate the efficacy of mnemonics in improving patient outcomes.
5.10 The Perception of Risk
One of the surprises in this study was that the mid wives did not talk directly, or 
comprehensively about the management of risk. This was an aspect of practice that 
that the researcher had anticipated would dominate the data. The management of 
risk was also highlighted by the researcher in the reflective log, as an important 
aspect of her practice; hence it was of concern that this may have influenced the 
analysis of the data. Rather than talking specifically about risk and risk management 
the data revealed some insights around the construction of mid wives' perceptions of 
midwifery and the impact their experiences had on their personal philosophy of 
midwifery. Within these data they discussed their perception of risk and normality and 
it is this literature, which will now be explored.
The notion that risk and risk management have come to pervade and in some cases 
dominate midwifery practice has been discussed by numerous authors. Symon
(2006) asserts, "... risk management is such a powerful driver within healthcare that it 
may be said that risk is the tail that wags the healthcare dog” (p. 165). Similarly 
Skinner (2008) reflects that in the last thirty years the perception of risk in midwifery 
practice has shifted from an accepted normality that requires careful and judicious 
management, to an unacceptable commodity, which paralyses practice. Mackenzie- 
Bryers and Van Teijilingen (2010) summarise the current mode of thinking that, as a 
society we believe we can prevent, manage and control risk, and that failure to do so 
will result in legal address. They note that ‘contemporary midwifery is largely 
governed by risk assessment and systems that are driven by clinical governance’
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(p.488). Several authors have expressed concern about the deleterious impact risk 
management has had upon the adoption of midwifery led care (Benoit et al, 2005) 
and the restrictions it has placed on the management of serious untoward incidents 
(Dowie, 1999).
Scamell and Alaszewski (2012) and Mackenzie-Bryers and Van Teijilingen (2010) 
both describe the historical changes that have occurred in birthing practice and the 
subsequent view of birth in contemporary society. Even in pre modern society 
childbirth was the subject of interventions, yet these had little proven scientific value 
and the outcomes were therefore the product of coincidence. However whilst 
childbirth in the UK has become a much safer process, there has also been an 
increase in both the levels of intervention and individual choice. Scamell and 
Alaszewski (2012) argue that traditional childbirth was a natural process whereby the 
attendee’s lack of knowledge and skills limited their ability to influence the outcome. 
However with an expanding scientific knowledge base, childbirth has become viewed 
as a risky endeavour, which lends itself to a culture of intervention and management 
(Alderson et al, 2004). ' Further, there are those who argue that the ability to use 
scientific knowledge to influence birth outcomes has altered the status of those 
attending births, and has eroded the notion of adverse incidents being accidental but 
rather supports the notion they are now man made (Douglas, 1994). Douglas (1990) 
argues this has produced a blame culture, in which untoward events are viewed as 
the product of human error.
In contrast to these developing notions of birth as risky endeavour, the predominant 
discourse around midwifery in the UK is that it is a profession, which practises within 
the paradigm of normality (Sandall et al, 2009). The midwifery profession has 
positioned itself as the facilitator of normal birth, a process in which natural
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physiological mechanisms predominate and intervention is minimised (Davis-Floyd et 
al, 2009; Larkin et al, 2009; Lyerly, 2012). Scamell and Alaszewski (2012) suggest 
that if we are to believe the predominant discourse of birth, as a normal physiological 
event then it should follow that “ the categorisation of birth as high risk should be rare 
and exceptional" (p.209). However, paradoxically the National Health Service Health 
and Social Care Information Centre (2011) notes that the majority of births take place 
within consultant led maternity units regardless of the risk status of the pregnancies. 
Cameron and Ellwood (2006) describe a similar situation in Australia where midwifery 
philosophy views birth as a normal physiological life event. However, in Australia birth 
in hospital is promoted as safer than birth at home. The Royal Australian and New 
Zealand College of Obstetricians and Gynaecologists (2011) states that ‘While 
supportive of the principle of personal autonomy in decision making RANZCOG 
cannot support the practice of planned homebirth due to its inherent risks’ (p,1). The 
controversy surrounding risk and place of birth is all too familiar in UK practice, and 
the perception of risk by midwives, obstetricians and women is integral to this debate 
(Drife, 1999; Rogers etal, 2012; Tew, 2011; Young & Hey, 2000).
Scamell and Alaszewski (2012) undertook an ethnographic study examining how 
mid wives orientate themselves to normality and risk in their everyday practice and 
discourse. The found that normality was only described in linguistic terms by the 
absence of risk and that midwives had very few descriptors for the meaning of 
normality. Normality was defined against the predominant discourse of risk and had 
no language of it’s own. In addition the mid wives in their study seemed to have lost 
sight of the fact that the probability of many of the risks, that they anticipated 
occurring in birth were extremely low. The predominant discourse was the avoidance 
of any adverse outcome, even if it meant abandoning the notion of normal birth. In 
contrast the participants represented normality as a cultural good, and something,
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which midwives should aspire to. They described the midwives in their study as 
experiencing enormous tension between their commitment to normality and the 
imagined potential for adverse outcomes. It is the latter, which appeared to prevail 
and practice was orientated to searching for the absence of abnormality as opposed 
to confirming normality. They concluded that midwives were creating a diminishing 
window of normality in which all births were viewed as risky and in which birth was 
only viewed as normal in retrospect. Similarly Mackenzie-Bryers and Van Teijilingen
(2010) concluded that risk was a key cultural identifier in a maternity service with a 
prevalent medical model. Levine and Lowe (2013) have attempted to define nurses' 
attitudes towards childbirth within the cultural dominance of risk, stating that birth is 
increasingly viewed as an illness. Regan and Liaschenko (2007) go further 
suggesting that clinician's attitudes and beliefs about the normalcy or dangers of birth 
can promote or hinder normal birth, and lead to an increase in caesarean section 
rates. Whilst both of these studies are American and therefore based in a different 
model of service delivery, they nevertheless emphasise the international scope of this 
debate.
The previous discussion has alluded to the impact that practice and experience may 
have on midwives’ perceptions of risk. Symon (2000) looked specifically at the 
concern that a rise in defensive clinical practice had increased the rate of intervention 
in maternity care and concluded that ‘ defensiveness is believed to be fairly 
commonplace, but because of problems in defining or quantifying the concept of 
defensiveness it is unclear what the exact implications for clinical practice may be’ 
(p.8). Subsequent research by Hood et al (2010) examined the impact that 
involvement in litigation had on a group of sixteen Australian mid wives and described 
their experiences as a ‘story of scrutiny’ and a ‘story of fear’. The midwives described 
their decision making as being coloured by fear of repercussions and outlined a
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series of strategies they used to make them ‘feel safe’. These strategies included 
defensive decision-making and a tendency towards the use of a medical model of 
care. Whilst this research is context specific it provides a valuable insight into the fear 
of litigation and its impact on midwifery practice. These studies serve to illustrate the 
impact that experience has on mid wives perception of risk and the subsequent 
ramifications for their practice.
5.11 Conclusion
This Chapter has examined a variety of literature, which pertains to the four themes 
outlined in Chapter 4. Whilst the literature on caring in nursing is substantive and 
rapidly increasing its transferability to midwifery must be explored. In midwifery the 
main focus of research in this area has been to examine the experience of parents in 
an attempt to understand their view and to improve the quality of care we offer at this 
challenging time. Some research has attempted to examine care from the 
perspective of obstetric nurses but is of limited value in terms of its transferability to 
UK midwifery practice. Watson (1990) states that to preserve human caring the 
person caring must be a valued source of knowledge. Acknowledging this statement 
and the absence of such material in the midwifery literature demonstrates the 
importance of elucidating the meaning of care for midwives during obstetric 
emergency in labour. This literature will provide a platform to inform the discussion of 
this study’s findings in the next Chapter.
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Discussion
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Chapter Six Discussion
6.1 Overview of the Discussion
This research study has explored the lived experiences of eleven midwives practicing 
within the hospital and community setting of two NHS Trusts. The purpose of the 
study has been to describe those experiences, as the first step in enhancing our 
understanding of them. This Chapter will utilise the literature discussed in Chapter 5 
to undertake a critical analysis of the findings of this research. The discussion will be 
structured around the four theme categories, which were identified in Chapter 4: 
learning to care, involvement, coping and valuing and respecting. Each Section of the 
discussion will commence with a brief introduction followed by a discussion of the 
theme clusters and will complete with a summary. Recommendations for future 
research, education and practice are located in each theme cluster. These 
recommendations are further summarised in Chapter 7. This research has 
highlighted a number of corresponding, and opposing findings to the literature 
reviewed in Chapter Five and these will be expounded in the discussion of each 
theme category.
The first theme category to be explored will be learning to care. It will be argued that 
learning to care in obstetric emergency is a complex phenomenon and that ‘knowing 
themselves’ is the starting point for mid wives learning experiences. The notion that 
risk has pervaded the midwifery culture and the impact it has on midwives’ personal 
philosophy is also explored. The importance of experiential learning and its value in 
shaping midwifery practice is also examined. Finally in this theme category the
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efficacy of formal learning in preparing midwives for obstetric emergencies is 
explored.
The second theme category, which is explored, is Involvement. This theme category 
examines the complex interplay between close and distant relationships and the 
importance of truth telling and sharing in obstetric emergency. The discussion draws 
upon literature from the fields of nurse caring, ethics and emotion work.
The third theme category, which is examined, is coping. This discussion utilises the 
published literature to explore mid wives personal and emotional limits in the caring 
process. In addition there is an exploration of the relative merits of different support 
mechanisms in enabling mid wives to care. Finally there is a discussion of the notion 
of balancing competing priorities as described by the midwives in this study
The final theme category is valuing and respecting and this is explored in relation to 
the women for who midwives care and also themselves. The importance of 
reciprocity in the caring relationship is a major theme in this discussion
6.2 Learning to Care
6.2.1 Introduction
This section introduces the first theme category of learning to care. The way in which 
the mid wives in this study learnt to care in obstetric emergency was a significant 
theme category within the data, and was comprised of three theme clusters: knowing 
self, experiential learning and formal learning. The theme category of learning to care 
is unique to this study and does not feature in the four seminal studies published on
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nurse caring (Clarke & Wheeler, 1992; Cohen & Carter, 1992; Green-Henandez, 
1991 and Forrest, 1989). Indeed Clarke and Wheeler (1992) and Green- Hernandez 
(1991) both suggest that caring is an innate skill, which is based upon a natural 
instinct rather than something, which can be learnt. Whilst they did not preclude the 
notion that caring could be learnt it was not a finding within either research study. 
For midwives in this study learning to care and the process by which this was 
achieved was of huge significance to them. Whilst it will be seen that they all 
expressed a moral desire to care, they also talked at length about the learning that 
facilitated this skill. This concurs to the work of Nicholls and Webb (2006) who felt 
that midwives needed to have a propensity to care, but that caring attributes could be 
nurtured and developed throughout their career. Likewise Gardner (1992) also 
suggested that caring is a behaviour that can be learnt. The learning process was a 
feature of all of the participant's experiences, which commenced with their motivation 
for becoming a midwife and continued throughout their professional working lives. 
This discussion will be structured around the three theme clusters and will draw on 
the multi-professional literature, which was reviewed in Chapter 5.
6.2.2 Knowing self
All of the midwives in this study described the importance of being insightful about 
themselves as the starting point for other forms of learning. The theme cluster 
knowing self is comprised of data in the following areas: becoming a midwife; the 
experience of being a midwife and developing a personal midwifery philosophy; 
understanding personal knowledge and skills, and finally acknowledging fears. It is 
these areas, which will now be explored with reference to the published literature.
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Becoming a midwife
The midwives all discussed their motivation for becoming and remaining a midwife. 
The overriding imperative cited for this choice was that they wished to care for 
women and their babies. The quotations in this section all pertained to their view of 
midwifery as a privileged profession, and their overwhelming desire to care for 
women in a way which valued and respected their wishes, and optimised their 
experiences. This data has resonance with the work of Morse et al (2011), Wu and 
Volker (2012) and Gastmans (2006) who all describe caring as a moral imperative, 
which is instigated by human need and a prescribed obligation to respond to those 
needs. The participant’s descriptions also concur with Roach (2013) who outlines the 
commitment to care, as is seen in this group of midwives, as being one of the five 
fundamental attributes of care. In addition it aligns with Beck’s (2004) findings that 
women experiencing traumatic birth wished to be “cared for”. The notion that caring is 
a moral imperative (Morse et al, 1991; Sumner & Fisher, 2008) through which carers 
display constant concern for their patient’s needs was also embodied in the 
participants responses. For midwives in this study the motivation for becoming a 
midwife was a fundamental starting point in their learning journey. The data 
generated in this area aligns with published research, which portrays caring as a 
moral imperative. Whilst this data only represents the views of eleven midwives, it is 
nevertheless of interest as they all described moral imperatives as being their 
motivation to join the profession. Certainly this is an area of midwifery practice of 
which little is known. This finding must warrant further exploration and consideration, 
particularly at a time when Higher Education Institutions are being encouraged to 
undertake values based recruitment into undergraduate entry to register programmes 
(Rankin, 2013).
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Whilst their motivation to become a midwife was important, it was their experiences of 
being a midwife, and the contribution this made to shaping their philosophy which 
dominated the data in the theme cluster knowing self. This is the area, which will now 
be examined.
The experience of being a midwife: developing a personal philosophy
The participants talked at length about their day-to-day experience clinical care in 
obstetric emergency, and the impact this had upon their personal philosophy of 
midwifery practice. They described in some detail the tensions they experience 
between their aspirations to be practitioners of normality, and the reality of their 
everyday practice in the hospital environment, where high-risk care is prevalent. It 
was extremely surprising that none of the midwives in this study talked directly about 
the management of risk. However ‘risk’ is a feature of these midwives stories, as it 
pervaded and influenced their personal philosophy of what is means to be a midwife. 
It was evident from the data that midwifery practice was viewed as embodying the 
promotion of normality, but that everyday practice affected and in some cases tainted 
this view. The findings in this study align with the work of Hunter (2004) who 
described the emotional work that was created by the conflicting ideologies of 
community versus hospital midwifery practice. In this study, as in Hunter’s (2004) 
work community midwifery was seen as the embodiment of normality and hospital 
based midwifery was viewed as being pervaded by high-risk care. It is clear that this 
tension between normality and risk created emotion work for the midwives in this 
study in the same way as it did for those in Hunter’s (2004) study. In essence both 
groups continually aspired to foster and promote normal birth in a culture, which they 
described as being permeated by risk. Emotion work is something which features 
throughout this study and permeates several theme categories and it is discussed
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more fully in the theme category on involvement. In this instance it mirrors the 
emotion work described by Hunter (2004). Hunter (2004) describes this emotion work 
as the tension created by the expectation and aspiration of promoting normal birth 
versus the reality of everyday practice where birth is often viewed as a high-risk 
event. It is this tension, which creates emotion work for midwives in this study, much 
as it did for those in Hunter’s (2004) work. However in this study the midwives were 
much more specific about the impact that high-risk care had upon their personal 
philosophy. It could be postulated that this finding arises from the study’s focus on 
obstetric emergency, which embodies high-risk care.
Several authors have commented on the impact that risk and risk management have 
had on midwifery practice (Skinner, 2008; Symon, 2000; Symon, 2006). However 
mid wives in this study did not voice the strong views espoused by some authors 
(Aiderson et al, 2004; Benoit et al, 2005 & Dougias, 1994) that birth is compieteiy 
dominated by risk and the management of risk. In this study midwives took a more 
reflective and personal stance in discussing the impact risk had upon their aspirations 
to be practitioners of normality. It is evident they ail endeavoured to position 
themselves as the facilitators of normal birth described by Davis-Floyd et al (2009), 
Larkin et al (2009) and Lyerly (2012). Whilst this aspiration created emotion work 
particularly when they practiced in a labour ward environment dominated by risk, they 
were astonishingly pragmatic and in some cases accepting of the culture in which 
they practiced. Their solution to the tension was to try and balance their workload in 
the hospital with “normal” cases or to secure some time in community midwifery 
practice. This is of particular interest when considered alongside the work of Scameli 
and Aiaszewski (2012) whose ethnographic study examined how mid wives orientate 
themselves to normality and risk in their everyday practice and discourse. In this 
study participants displayed the same degree tension between their commitment to
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normality and the imagined potential for adverse outcomes as the mid wives in 
Scameii and Aiaszewski’s (2012) study. In Scameli and Alaszewski’s (2012) study 
mid wives are described as working in a culture where a diminishing window of 
normality meant birth was only viewed as normal in retrospect.® If this is the case 
and this phenomenon is permeating the profession then the dangers outlined by 
Regan and Liaschenko (2007), that such attitudes hinder practitioner’s ability to 
promote normal birth will become cause for concern. The midwives in this research 
study eluded to the large volume high risk situations they encountered in their 
everyday practice, and the impact this had upon their perception of birth as a high 
risk as opposed to a normal event The work of Symon (2000) and Hood et al (2010) 
has already raised questions about the potential impact risk perception may have in 
terms of producing defensive practice. The findings in this study highlight that for this 
group of mid wives exposure to risk had modified their perception of normality and this 
concurs with other work in this area. (Scameli & Aiaszewski, 2012). The notion that 
we educate midwives for a culture of normality and yet their experiences change that 
view is supported by this study. Whilst it must be acknowledged this is a small group 
of midwives the fact that these findings concur with the small body of published work 
(Scameli and Aiaszewski, 2012) must act as a catalyst for further research in this 
area. It is important to further understand if there is a widespread dissonance 
between the cultural values espoused in undergraduate midwifery education and that 
of everyday midwifery practice. For midwives in this study this dissonance between 
aspiration and reality involved on-going emotion work to reach a personal philosophy 
of care. A more detailed understanding of this phenomenon might aid better 
preparation of undergraduate mid wives. In addition it could provide clarity as to how 
we might support registered mid wives to deal with the dissonance it creates, either
® The notion that birth is viewed as normal in retrospect refers to the idea that birth can only 
be viewed as normal once it has been completed with no complications
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through supervisory activity or continuing professional development. If, as midwives 
we support the notion that midwifery is a profession, which promotes the paradigm of 
normality (Sandaii et al, 2009) then it is incumbent upon us to explore how this might 
be most effectively achieved for the benefit of women in our care.
Understanding personal knowledge and skills and acknowledging fears
For many of the participants acknowledging misgivings about their personal 
knowledge and skills and the aspects of practice, which frightened them was an 
important starting point in knowing themselves. Whilst there was a smaller volume of 
data in this area, it was a feature of ail of the participants’ stories. Of particular 
interest was the notion that this was a difficult and at times challenging process but 
was pivotal in enabling them to care effectively. Once again this is an aspect of caring 
was the source of emotion work for these midwives. The idea that this skill developed 
and the task became easier as they gained experience was also evident in the data. 
Brilowski and Wendler’s (2005) conceptual analysis of caring highlighted the 
importance of professional maturity and in developing practitioner’s ability to 'self 
evaluate’ and this aligns with the findings in this study. This is of particular interest 
when considering the emphasis that is now given to seif-evaiuation and reflection in 
contemporary curricula (Buiman et al, 2012; McCarthy et al, 2011). For the midwives 
in this study who had been qualified for a longer period of time the acknowledgement 
of personal knowledge and fears had been an anxiety laden time consuming process 
For the participants who had qualified more recently it was described as a much 
quicker and easier process, which appeared to be firmly embedded in their everyday 
practice. This finding concurs with Cardan and Hodnett’s (2011) study, which 
examined student midwives views of what it means to be a good midwife. Their 
participants talked confidently about understanding their own personal knowledge
193
base and the requirement to undertake a constant comparison with published 
research. The findings of this research study are important as they aid our 
understanding of the importance of acknowledging personal knowledge, skills and 
fears and their impact on midwifery practice in obstetric emergency. In addition it 
suggests that the professional maturity required to achieve this (Brilowski & Wendier, 
2005) has been accelerated in more recent graduates. As a result of this study it may 
be useful to consider how we might enhance capability in self-evaiuation and 
reflection for mid wives who did not develop these skills though their undergraduate 
education. This might take the form of inclusion of these concepts and skills in 
continuing professional development programmes or midwifery supervision. Finally 
the mid wives in this study talked about the fear they experienced in relation to 
obstetric emergency. Whilst there is anecdotal evidence to support the notion that 
many midwives experience fear in their day-to-day work, there is little published 
evidence, which explores this aspect of practice (Dahien & Caplice, 2011; Hood, et 
al, 2010). This is an area, which therefore warrants further exploration.
The theme cluster knowing self has encompassed data in three significant areas: 
becoming a midwife, developing a personal midwifery philosophy and acknowledging 
personal fears, knowledge and skills. In the preceding discussion these findings have 
been compared with the published literature and areas of congruence and 
dissonance have been highlighted. Four recommendations for practice and further 
research have been made:
1. Undertake research, which examines mid wives motivation for joining the 
profession in an era where government policy is calling for values based 
recruitment strategies.
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2. Undertake more extensive research to determine if there is a dissonance 
between the philosophy of midwifery undergraduate education 
programmes and the reality of practice (normal versus risk culture).
3. Support ail midwives to develop and utilise reflective skills through an on 
going continuing professional development programme or midwifery 
supervision.
4. Undertake an exploration of the concept of fear in practice from the 
perspective of the midwives who deliver care in obstetric emergency.
6.2.3 Experiential Learning
Learning through practice experience was an important feature of the data in this 
study. The participants highlighted four aspects of experiential learning which were 
significant to them: the impact of early experiences, the value of experiential learning; 
debriefing; use of guidelines and mnemonics. These four areas will now be 
considered in relation to the published literature.
The impact of early experiences
One of the startling aspects of this study was the clarity with which participants 
recounted their first experiences of obstetric emergency, the influence it had on their 
current practice and the strong emotions it could still evoke. These experiences had 
usually occurred either during their midwifery training or very early in their careers. 
Both Hochschiid (2012) and Kahn (1993) argue the emotion work such as that 
generated by these early experiences can have long-term negative consequences for 
those involved. This view is reiterated by Goldblatt (2009), Shorter and Styatt (2010)
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and Varcoe (2012) who all describe the long-term professional and personal impact 
that such caring encounters can have over time. There is also a strong body of 
evidence, which supports the view that unless practitioners are effectively supported 
they will suffer from emotional exhaustion (Nyatanga, 2009). The only study, which 
specifically examines carer’s experience of obstetric emergency, also highlights the 
long lasting impression that these events have on the individual practitioner (Goidbort 
et al, 2011). These studies when taken together with the evidence surrounding the 
efficacy of formal learning and preceptorship in Section 6.2.4 must lead us to 
consider how we might better manage the early experience of obstetric emergency. 
For some of these mid wives these experiences occurred many years ago when 
support mechanisms were poorly developed. However for many of the participants 
they occurred at a time when they were ostensibly well supported through 
mentorship, preceptorship and supervision. The nature of obstetric emergencies 
means they are often unheralded events, which can trigger frenetic and sometimes 
emotionally charged activity in order to achieve resolution. As student midwives and 
qualified practitioners the participants described often feeling swept along in the 
process, and that the opportunities for discussion at the time of the event were 
severely limited. We must therefore consider developing more effective formal and 
informal mechanisms to enhance the levels of support mid wives receive at this time. 
Undertaking further research to ascertain the support midwives would find most 
effective, and as a result Implementing and evaluating the findings of this further 
research should be an outcome from this study.
The value of experiential learning
Ail of the participants valued the experiences they gained in practice in preparing 
them to care in obstetric emergency. The learning that occurred in practice related
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not only to the acquisition of technical rational skills as described by Fish and Coies 
(1998) but aiso interpersonal skills and team-working skills. In addition practice based 
learning facilitated a clearer understanding of how to deal with parents in difficult 
situations, and aiso brought a difficult acknowledgment that sometimes they were 
unable to secure a positive outcome. Experiential learning engendered confidence in 
their own abilities, which is one of the five fundamental attributes of caring described 
by Roach (2013). Learning from others was important to the participants and aligns 
with the work of Yam and Rossiter (2000) who cite this as one fundamental 
antecedents to caring. The use of reflection was critical to this process. This study 
mirrors the findings of published work, which supports the use of reflection in 
healthcare education (Buiman et al, 2012; Collington & Hunt, 2006; Higgins, 2011; 
McCarthy et al, 2011). It would appear the culture of reflective practice permeated the 
clinical environment in which these midwives practiced and unlike the work of 
Mantzoukas and Jasper (2004) there was no suggestion that it was viewed as 
anything other than a positive process. These findings present a challenge when 
viewed together with the findings on formal classroom based undergraduate teaching 
(Section 6.2.4), namely how can we develop formal teaching so it acquires the same 
perceived value as experiential learning.
In addition to this discussion of the importance of experiential learning the 
participants talked very specifically and at length about the process of debriefing, and 
this will now be considered in more detail.
Debriefing
The importance of debriefing as a learning tool produced a huge volume of data, 
which differed from the data around support, which will be discussed in Section 6.4. It
197
was evident that participants found the debriefing process to be hugeiy important in 
helping them learn from their experiences of obstetric emergency. If debriefing didn’t 
occur, either through a lack of formal systems, or because it was not part of the unit’s 
culture then midwives struggled to make sense of their experiences, and they felt that 
this was detrimental to the provision of future care. There is a huge volume of 
published work exploring staff debriefing being utilised as a tool to improve clinician’s 
performance or patient outcomes. However throughout these studies there is virtually 
no evidence, which suggests it can actually improve patient outcomes (Couper et al, 
2013). So whilst the mid wives in this study felt it improved the quality of care they 
could offer to subsequent patients the evidence base to support this notion does not 
currently exist. Such studies are methodoiogicaily challenging because of the 
multitude of factors, which can affect outcome measures for any particular patient 
group. Therefore being able to ascribe improvements in patient outcome solely to the 
use of debriefing it fraught with difficulties. However given that the research suggests 
it can improve clinician’s performance (Couper et al, 2013), and that these midwives 
clearly found it valuable, then it might be suggested that we should adopt and 
evaluate the practice of regular multidisciplinary team debriefing following obstetric 
emergency.
Guidelines and mnemonics
Whilst all of the midwives discussed the use of guidelines and protocols there were 
very mixed views about their impact and efficacy. Some midwives ascribed to the 
view that they hindered their ability to connect with women, whilst others found them 
an important aid to their practice. Opinion was firmly divided. Given the inconclusive 
nature of published literature in this area (Risenberg et al, 2009; Winters et al, 2006)
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then further research is required to explore their significance in terms improving 
clinician confidence and competence in relation to obstetric emergency.
The theme cluster experiential learning has produced data in four main areas: the 
impact of early experiences, experiential learning, debriefing and the use of 
guidelines and mnemonics. This data has been compared and contrasted with the 
published work in this area and four recommendations have been made for practice 
and further research:
1. Develop, implement and evaluate a system of formal and informal 
strategies to support mid wives during their early experiences of obstetric 
emergency.
2. Adopt and evaluate a system of regular multidisciplinary team briefing 
following obstetric emergency.
3. Undertake research to explore the attributes, which make experiential 
learning such a valued activity, and explore how those attributes might be 
embedded in formal classroom teaching
4. Undertake further research to look at the role of guidelines and 
mnemonics in improving confidence and competence in obstetric 
emergency.
6.2.4 Formal Learning
Within the theme category of learning to care there was some interesting data, which 
illustrated the significance and impact of formal learning. For the purposes of this 
research formal learning was defined as that which occurred either in a classroom or 
utilising a simulated scenario. This data was divided in two main areas: initial
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midwifery preparation and continuing professional development. It is these two areas, 
which will now be discussed.
Initial midwifery preparation
The mid wives in this study acknowledged that the content and delivery of midwifery 
education had changed over time encompassing the inclusion of simulation and the 
use of mnemonics. Some questioned the efficacy of their pre-registration education in 
preparing them to care in obstetric emergencies. These findings coincide with the 
findings of Skirton et al (2012) and Hughes and Fraser (2011) who concluded that 
both the undergraduate midwifery curricula and the preceptorship arrangements for 
midwives needed to be reviewed, to ensure we improve the way we equip midwives 
to deal with high risk care. However whilst Skirton et al (2012) found that both three 
year direct entry and post registration shortened programme students had the same 
levels of anxiety, this is at odds with the findings of this study. In this study midwives 
who were dual qualified^ described higher levels of confidence in their skills at the 
point of qualification. However this may be because they were sharing these 
experiences many years after qualification as a midwife and their view had been 
influenced by the intervening years of clinical experience It is worrying that the more 
recently qualified midwives in this study felt poorly prepared by their undergraduate 
education to care in obstetric emergency. In particular this group struggled with the 
emotional aspects of care. If this finding is taken alongside the published work 
(Hughes & Fraser, 2011; Skirton et al, 2012) then is could be proposed there needs 
to be not only further evaluation, but potentially revision of this specific aspect of
 ^Dual qualification in this instance refers to practitioners who undertook initial preparation 
and registration as a nurse followed by a midwifery qualification
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undergraduate education to ensure new graduates are fuiiy prepared for the technical 
and emotional aspect of care.
Continuing professional development
All of the midwives in this study talked about their experiences of continuing 
professional development in relation to obstetric emergency in labour. There was a 
particular appreciation of multidisciplinary team training both in a simulated and more 
importantly, an in-situ environment. The education that was described covered both 
skills acquisition and team training, with the technical rationale aspects of care 
dominating these sessions. The importance of this skills based training was 
emphasised by ail of the midwives who participated in this study. In particular the 
provision of protected time for skills based yearly updates was highlighted as hugely 
important. These findings align to the work of Cooper et al (2012), Crofts et al (2007) 
and Eiiis et al (2008) who highlighted the importance of in-situ multidisciplinary 
simulated practice in preparing teams for obstetric emergencies It is clear from the 
participants in this study that the use of in-situ simulation utilising the full 
multidisciplinary team was the most challenging, but equally the most beneficial 
aspect of training. However this type of training did not appear to represent the 
normal practice experienced by ail midwives in this study. Some expressed 
disappointment that colleagues seemed reluctant to participate in this type of 
simulated training and postulated this was due to fear about their own performance. It 
seems incongruous that in a situation where team working is paramount that 
individuals would be resistant to working together, especially when some of these 
emergencies are incredibly rare, and this might represent the only opportunity to 
evaluate and improve the performance of the team. As with debriefing there is limited 
data, which demonstrates an improvement in patient outcomes from such training
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(Draycott et al, 2006) but nevertheless there is evidence of its importance in both skill 
acquisition and improving practitioner confidence (Crofts et al 2007). The evidence 
from the literature and indications from this study would suggest that interdisciplinary 
in-situ training, whilst challenging, could have a positive impact on the care women 
receive during obstetric emergencies.
The theme cluster formal learning is comprised of data from two main areas: initial 
midwifery preparation and continuing professional development. The data from these 
two areas has been compared to the published literature, which has resulted in two 
recommendations:
1. There needs to be an extensive evaluation, which examines the 
preparation of undergraduate students to deliver care in obstetric 
emergency.
2. Midwifery practice areas should strongly consider trialling and evaluating 
the use of in situ multidisciplinary team training.
6.2.5 Summary
The theme category learning to care contains an interesting and valuable insight into 
midwives experiences and views on their preparation to care in obstetric emergency. 
Of particular interest was the emotional impact that learning to care can have both 
immediately but also over time. Giving further consideration as to how we might 
support midwives to learn more effectively is an important output from this research. 
In the past, the professional role of the midwife had a strong influence over the nature 
of care and the way it was taught. However it will be seen In other theme categories 
that the clear delineation between professional and personal seems to either no
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longer exist, or is at least blurred in the experiences of midwives within this study. 
Maybe by connecting with women on an emotional level mid wives leave themselves 
more vulnerable than they were In the past, and maybe it is this aspect of learning to 
care which now requires greater emphasis within both pre and post registration 
education provision. The importance of the acquisition of skills, which results from a 
technical rationale view of care, has been at the heart of our efforts to improve 
outcomes in high risk obstetric emergencies, but perhaps this has occurred to the 
detriment of the notion of care as professional artistry as described by Fish and Coles
(1988). In focusing our efforts on the achievement of professional competence and 
skills acquisition, we seem to find ourselves with a model of practice, which can 
usually deliver the desired clinical outcome, but takes little account of the emotional 
cost for the midwife and perhaps the mother in her care. It would seem that the 
assumption that those engaged in professional practice are able to navigate the 
inevitable emotional conflicts it creates utilising the boundaries and frameworks set 
out in their professional codes of practice has been overstated. There is now a need 
to ensure that emotional work is recognised and integrated into the training and 
support that is given to midwives involved in caring in obstetric emergency. It is not 
to say that midwives are not able to, and indeed do, manoeuvre through these 
tensions to a positive end point, but rather to raise awareness that some colleagues 
and in particular junior colleagues may require extra support in this area of their 
practice. The role and importance of education in relation to supporting midwives in 
both skills acquisition and emotion work should not be underestimated.
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6.3 Involvement
6.3.1 Introduction
The theme category of involvement arose from the large volume of data that was 
generated surrounding the nature of the relationships between the midwife, the 
woman and her partner and family. Both Green-Hernandez (1992) and Forrest (1989) 
identified involvement as an important aspect of caring. However the use of the term 
involvement in these studies can be seen to have differing meanings and significance, 
when compared to the results of this study. Both Green-Hernandez (1992) and 
Forrest (1989) view involvement as being dichotomous with nurses being either 
under or over involved. Over involvement is seen as being potentially detrimental, 
and is aiso seen to increase the personal vulnerability of the carer. This mirrors 
traditional thoughts about professional relationships within the nursing profession. 
Taylor (1992) asserts that the professional relationship protects nurses from the risks 
of over involvement. However, Brown et al (1991) discusses the ‘distance problem’ 
that has emerged because of this thinking and Benner and Wrubel (1988) describe 
the fine line between ‘enmeshment’ and ‘appropriate detachment’. The themes of 
closeness and distance are proposed by both Green-Hernandez (1992) and Forrest
(1989) but are an extended concept within this study and are fuiiy explored in Section
6.3.2 and summarised on page 212 In addition notions of truthfulness and 
sharing/giving are aiso explored.
There are therefore 3 theme clusters, which will be discussed to explicate the 
meaning and significance of involvement for midwives caring in obstetric emergency: 
proximity/distance; truthfulness; sharing and giving.
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6.3.2 Proximity/Distance
The theme cluster of proximity and distance is pivotal in elucidating our 
understanding of the nature of the relationship that develops between the midwife 
and the woman. The physical and emotional proximity that develops within these 
relationships was a constant theme in the stories of the participants. In contrast and 
distinct from these detailed descriptions of proximity was the notion that mid wives 
could often distance themselves from the woman. Distancing was often expressed or 
displayed through the pretext of professionalism. These differing concepts are 
discussed together here, as they exist on a continuum along which midwives moved 
back and forth, dependent upon circumstances. This theme cluster comprises of four 
main areas, which will now be discussed: physical proximity; emotional proximity; 
distance and finally strategies to limit involvement.
Physical proximity
Many of the mid wives described times when they instigated, encouraged and 
maintained close physical contact with the women in their care. This physical contact 
was viewed as a gauge of the quality of the caring relationship. The notion that 
physical proximity is pivotal to the caring process has been discussed by a variety of 
authors. Both Eriksson (2002) and Straughair (2012) describe the concept of 
interpersonal sensitivity as integral to the caring process. Such sensitivity requires the 
practitioner to be both insightful and compassionate, and is achieved through a 
combination of physical and emotional proximity to the patient (Wiman & Wikbaid,
2004). In common with this study this proximity is described as being achieved in the 
literature through touching (Gieeson & Timmins, 2005) and making eye contact 
(Eriksson, 2002). The descriptions of physical proximity aiso align with a number of
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qualitative studies on caring (Ciarke and Wheeier, 1992; Green-Hernandez, 1991; 
Woif, 1986). Wolf (1986) described one of the five caring behaviours as comforting, 
which included the use of physical contact. Similarly both Green-Hernandez (1991) 
and Clarke and Wheeler (1992) both outlined physical contact whether that be 
touching or hugging as a pivotal element within the caring process. In addition Green- 
Hernandez (1991) described such physical contact as being a natural as well as a 
professional phenomenon. When the mid wives in this study described the physical 
contact they had with women it was couched in terms of a ‘person to person’ or 
‘woman to woman’ contact. This notion of women caring for women is a predominant 
feature in many areas of the data. Clearly all of the midwives who were interviewed in 
this study were women, and one of the study’s weaknesses is that it fails to capture 
the lived experiences of male midwives. However the gendered nature of caring is a 
thread which is particularly prevalent within this theme cluster and bridges the areas 
of physical and emotional proximity. The gendered nature of caring is discussed more 
fuiiy in the subsequent section on emotional proximity.
In summary midwives in this study described physical proximity as an integral part of 
the close caring relationships, which, occurred in obstetric emergencies. This 
physical proximity occurred in encounters, which were often described as part of a 
‘woman to woman’ interaction. The published nursing literature cited in this Section 
describes physical contact and proximity as key elements of caring. What is different 
in this study is that these contacts aiso form part of a broader feature of the data, 
namely the influence of gender in caring in obstetric emergency. This also links back 
to the earlier discussion as to whether caring is innate or can be learnt. Physical 
proximity seems to be an accepted facet of caring, so it is of interest not because it 
occurs, but rather because at times it is avoided or is withheld. This juxtaposition and 
the implications for practice will be discussed in the subsequent Section on strategies
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to limit to involvement. Whilst it should be noted that these features of the caring 
interaction were described in the context of obstetric emergency, it might be 
postulated that they could be features of the broader experience of caring in 
midwifery practice
Emotional Proximity
The second element, which contributed to the development of proximity, was getting 
close to the woman on an emotional level. Where this occurred midwives formed 
unique emotional bonds with the women for whom they cared, and these 
relationships were often described as being ‘woman to woman’. The nature of these 
relationships has resonance with the work of Roach (2013) who describes 
commitment and fidelity as one of the five fundamental attributes of caring. Where 
emotional proximity occurred the midwives in this study remained committed to the 
women in their care. Sometimes this commitment or fidelity was extended well 
beyond the time limits of their professional relationship. In addition Morse et al (1991) 
describes the caring relationship as one, which is typified by involvement through 
emotional connection and acts of compassion. Similarly, Finfgeld-Connett (2008) 
undertook a meta-analysis of caring, which highlighted interpersonal sensitivity and 
intimate relationships as two of the essential antecedents to developing caring 
relationships. Furthermore when considering the literature on the ethics of care 
Giiiigan (1993) asserts that carers do not act impartially, but rather base their actions 
upon the emotional involvement they have with the recipient of care. Within the 
midwifery context the studies, which examined care in obstetric emergency from the 
woman’s perspective both highlighted a close emotional connection as an important 
aspect of good care (Mapp & Hudson, 2005; Waldenstrom et al, 2004).
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The midwives in this study aspired to developing close ‘woman to woman’ 
relationships with the women in their care. However, where this study differs from the 
published literature (Green-Hernandez, 1992; Forrest, 1989) is that they described 
moving along a continuum where they found themselves connecting or detaching 
from women, vaciiiating between a ‘woman’ to ‘woman’ connection and a 
‘professional’ to ‘client’ encounter. In contrast the nursing literature reveals 
relationships, which are either over or under attached with no sense of the journey 
between the two. (Green-Hernandez, 1992; Forrest, 1989) Unlike these studies in 
nursing, the midwives in this study did not seem to be afraid to develop these close 
relationships except when certain circumstances came into play. The ‘professional’ 
to ‘client’ encounters only seemed to occur where there was limited support, when 
issues in their personal life impinged on their work, or when they felt poorly prepared. 
Ail of the midwives in the study were female and it is interesting to note that ail 
ascribed to the view that the care they gave when they were deeply involved with the 
women in their charge was on a ‘woman’ to ‘woman’ basis. The care they described 
at this time involved both close physical and emotional proximity. This is of interest as 
the debate around the gendered nature of caring has been well documented (Allan, 
2009; Hochschiid, 2012; Taylor & Tylor, 2000). The mid wives in this study describe 
levels of involvement, which sometimes result in a close, almost intimate relationship 
and exceed the confines of a professional encounter. The nature of these 
descriptions aligns with the gendered description of caring outlined by Adams et al 
(2000). Adams et al (2000) describe professional relationships as characterised by 
autonomy, expertise and self-discipiine, which he viewed as male traits. However the 
participants in this study describe behaviours, which were more closely aligned to 
Adams et al (2000) description of female gendered notions of caring namely nurturing, 
empathy and support. The gendered notion of caring as a female trait suggests that 
women feel intuitively connected to others, develop empathy and become embedded
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in and dependent upon ciose reciprocal relationships. In contrast men display anxiety 
about caring relationships and reciprocity, which have negative connotations related 
to the development of dependency (Chodorow, 1999). Yet drawing such parallels 
could be viewed as somewhat simplistic given that ail the participants in this study 
were female. Perhaps this is a good example of Allan’s (2009) assertion that the 
credence given in the literature to the gendered nature of caring as a female activity, 
occurs merely because of the absence of a male narrative. Indeed as previously 
noted one of the limitations of this study is that it only reflects the experiences of 
female mid wives, and does not give a balanced view by taking into account the 
experiences of increasing numbers of male midwives.
The preceding discussion has examined the importance of emotional proximity for the 
mid wives in this study. It has described the nature of these relationships and their 
congruence with the published literature. The difference in this study is that mid wives 
actively sought these close relationships and for the most part were comfortable with 
them. In addition rather than ascribing to a notion of over or under involvement the 
mid wives in this study described a continuum, which they travelled along dependent 
upon a number of circumstances. In contrast to the nursing literature (Taylor, 1992) 
they ail described the strong desire to locate themselves at the close ‘woman to 
woman’ end of this spectrum. This description is perhaps a clear illustration of the 
culture of midwifery practice, the notion of being ‘with woman’. However this study 
aiso adds to our understanding of the importance of a ‘woman to woman’ connection 
in achieving this proximity, which has been discussed with respect to the debate in 
published works on the gendered nature of caring. It is therefore important that we 
understand more fully if the desire for ciose personal ‘person’ to ‘person’ involvement 
is a feature of the midwifery profession as a whole or has been mediated through a 
gender bias in the sample.
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Distance
Whilst emotional and physical proximity were clear features of the data, the notion of 
distance was a complex and more intangible phenomenon. One example of this is 
that whilst a midwife could have intimate physical proximity with a woman she could 
remain emotionally distant. Likewise she could display traits such as truthfulness, 
which may be viewed as fostering proximity, but these ‘truths’ could be delivered 
through the persona of the ‘professional self, which then facilitated distance. Hence 
whilst emotional proximity was characterised by ‘woman to woman’ encounters, 
distance was characterised by ‘midwife to woman’ encounters. At times the 
participants justified these distant interactions as being not only in the best interest 
of the woman, but aiso themselves. The midwives in this study set personal 
boundaries to involvement and they retreated behind these boundaries when their 
personal limits were exceeded.
It is clear that midwives found caring for women to be an intensely emotional and 
enriching experience, but such experiences had the potential to result in emotional 
exhaustion. Midwives set individual boundaries to their involvement in order to limit 
the personal impact of these encounters. Mid wives describe instances where these 
personally defined boundaries were exceeded, and the emotional impact this had 
upon them in both their personal and their professional lives, and this is further 
discussed in the theme cluster on coping. These findings mirror the assertions of 
Hochschiid (2012) and Kahn (1993) who propose that emotional labour can have 
negative consequences for the individuals concerned. Similarly Hunter (2006) 
described unsustainable exchanges between mid wives and the women in their care, 
resulting in over involvement, which exceeded personally, defined boundaries. For 
some of the mid wives in this study the impact of this emotional work spilled over into
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their private iives leaving them feeiing numb and detached, and in one instance 
leading them to resign from their post. The management of emotion in this study 
certainly reflected the work of Bolton (2000b) with mid wives sometimes describing 
their interactions with women in terms of social and statutory behavioural norms. The 
interesting juxtaposition to this, and the difference in this research was their desire to 
move away from this position, and to give of themselves in a philanthropic way as 
was aiso described by Bolton (2000b). They all cited the intense satisfaction they 
obtained from caring in this way. Midwives described caring relationships that were 
typified by strong emotional involvement as being mutually beneficial and these 
relationships personified what it meant to care, but often at a personal cost. There 
was clear tension between the professional requirement to provide care and the more 
personal philanthropic nature of some caring relationships, a tension, which is 
emulated in the literature by both Downe (1990) and Bolton (2000b). It is a seemingly 
unmanageable conflict, which mid wives struggle to manage in their day-to-day 
practice. The findings and the preceding discussion have illuminated this challenging 
aspect of midwifery practice. It would seem important to equip midwives with more 
appropriate skills and offer more explicit support to enable them to navigate their 
emotional involvement with women in their care who are experiencing obstetric 
emergency.
Finally in this theme category the participants described the practical strategies they 
utilised to limit their involvement with women.
Strategies to limit involvement
Whilst the notion of distance was at times an elusive concept the strategies mid wives 
used to limit involvement were clear and explicit. The most frequently described
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strategy was to retreat behind a professional persona which enabled them to 
disengage on an emotional level. In some cases midwives even described physically 
retreating, either to other practice areas, or in one case to another hospital. These 
descriptions of mechanistic detached care have also been described by other 
researchers (Haildorsdottir & Karlsdottir, 1996; Haiidorsdottir & Karlsdottir, 2011). 
Some of these strategies align to the work of Bolton (2000a) who describes both 
presentational and prescriptive skills that are utilised to manage the emotion work 
created in difficult situations. In addition there is resonance with the work of Froggart 
(1998), Mackintosh (2006) and Styat (2009) who ail described clinicians who 
retreated behind their professional persona in order to disassociate themselves from 
emotionally demanding situations. The management of emotions can aiso be linked 
to the work of Freud and the notion that individuals can consciously disassociate 
themselves emotionally from challenging situations in order to maintain emotional 
equilibrium. Finally what differentiates this study from those cited is that the midwives 
often expressed guilt surrounding their conscious and unconscious use of these 
strategies. If we are to better support staff in these challenging situations there must 
be one recommendation arising from this element of the theme cluster: There is 
therefore a need for more explicit acknowledgment that these tensions exist and that 
more proactive support is required for midwives during obstetric emergency, this 
could potentially be mediated through midwifery supervision.
The preceding discussion around the theme cluster Proximity /Distance has 
examined the findings of this study in relation to physical proximity, emotional 
proximity, distance and strategies to limit involvement. These findings have been 
evaluated in relation to the published work in this area and several key 
recommendations have been made:
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1. Further research needs to be undertaken to ascertain if the desire for ciose 
personal ‘person’ to ‘person’ involvement is a feature of the midwifery 
profession as a whole or has been mediated through a gender bias in the 
sample.
2. There is a need to equip mid wives with more appropriate skills and offer more 
explicit support to enable them to navigate their emotional involvement with 
women experiencing obstetric emergency.
3. There is a need for more explicit acknowledgment of the tensions, which exist 
in navigating involvement with women in obstetric emergency. More proactive 
support is required; this could potentially be mediated through midwifery 
supervision.
6.3.3 Truthfulness
The theme cluster of truthfulness arose from the participants descriptions of three 
main areas: honesty, withholding the truth and saying sorry. Whilst the notion of 
honesty and saying sorry were something the participants aspired to, they aiso 
described times when they withheld the truth or felt unable to apologise, and it is this 
tension that will now be explored.
The conflict between honesty, dishonesty and saying sorry
Ail of the mid wives in this study discussed the importance of honesty and truthfulness 
in their everyday practice. These findings are similar to other authors who have 
proposed that honesty is one of the fundamental principles of any healthcare system 
(Pergert & Lutzen, 2012; Thiroux & Krasemann, 2011). The notion of being truthful 
related to their relationships with women, their partners and families, but also with
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themselves. The stories of these midwives seem to indicate that the midwifery 
environments within which they practiced had a pervading culture of truth. Truthful 
conversations were viewed as pivotal in enabling women to understand the nature of 
the emergency, and in preparing them for what was to come both during the incident 
and afterwards. Midwives aspired to be truthful and viewed this as a feature of a 
close and caring relationship. Interestingly, whilst they aspired to be honest they also 
described instances where they withheld the truth. This dishonesty was most often 
justified by saying they wished to protect women from emotionally traumatic events, 
such as breaking news of the death of their baby. Faliowfieid at al. (2002) has also 
described this fear of causing psychological morbidity in patients as a reason for 
clinicians being dishonest. In contrast Atesci at al (2004) undertook a study, which 
found that withholding the truth was just as detrimental, and led to high levels of 
psychological morbidity in patients with a cancer diagnosis. Certainly some of the 
work on women's experiences of care in obstetric emergency cites their desire for 
honesty as an important aspect of care (Beck, 2004; Beck, 2006; Mapp & Hudson,
2005). This aligns with parallel research in nursing where patients also expressed a 
desire to be told the truth (Gongai et al, 2006; Shahidi et al, 2007). It seems 
incongruent that mid wives ascribe to a philosophy of working in partnership with 
women, and yet at times they seem to be behaving in ways, which ignore the 
woman’s personal autonomy. The assertion by Arber and Gallagher (2003) that 
patient autonomy should be the prevailing imperative in this situation does not seem 
to have permeated midwifery research or practice. It is aiso important to recognise 
that in addition to protecting patients, some mid wives stated that they withheld the 
truth when they felt emotionally incapable of delivering bad news. These findings are 
aiso similar to those described by several other authors in nursing and medicine 
(Friedrichsen & Miiberg, 2006; Panagopouiou et al, 2008; Surbone, 2006; Tobin,
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2012). This study has illuminated a previously un reported aspect of care, that of truth 
telling, In obstetric emergency.
Finally the tension between the desire to be honest and sometimes being dishonest 
was also mirrored in the data generated about saying sorry. Whilst mid wives wanted 
to say sorry they often felt unable to do so, as they feared the consequences. Whilst 
saying sorry was part of the close ‘woman to woman’ relationship they aspired to, 
they rarely felt able to say it. The reasons for this largely related to the fear of 
litigation and the consequences for them or the Trust who employed them. Saying 
sorry was universally viewed as an admission of wrongdoing. Hood et al (2010) 
outlined the defensive practices generated by fear of obstetric litigation. It seems 
incredibly sad that the midwives in this study felt unable to say they were sorry about 
a poor outcome. It is clear that this, together with the tension surrounding honesty 
and dishonesty were the source of emotion work for midwives. It is important to 
acknowledge that whilst this may be a challenging subject area for some midwives, 
we should still seek to address it in the same way as we regularly address the 
technical skills surrounding obstetric emergency. There is strong evidence to suggest 
that providing education in this area can develop emotional capability and improve 
communication skills (Back et a!, 2007; Fallowfield et al, 2002; Lienard et al, 2010). 
Given that the published research in midwifery seems only to relate to focused areas 
such as truth telling following diagnosis of congenital malformation or intrauterine 
death then further exploration of this concept should be considered. (Mitchell, 2005; 
Reynolds, 2003). As a result of this study it is recommend there should be:
1. Further research into the notion of truth in midwifery practice. Structured 
discussions which explore the notions of truth ain obstetric emergency
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should be embedded in undergraduate education and continuing 
professional development sessions.
The final contribution to this theme category of involvement came from the data 
generated by the participants surrounding sharing and giving and it this is this theme 
cluster, which wili be discussed next.
6.3.4 Sharing and Giving
In relationships characterised by involvement midwives described the intense 
emotional bonds that could develop with women in their care. In these types of 
relationships midwives described that they gave both of their time and themselves 
when caring for women and their families. It is these two areas, which will now be 
discussed.
Giving time
Time was a precious commodity for the mid wives in this study. They described a lack 
of time as one of the constraints, which limited their ability to care and this is further 
discussed in the theme cluster on coping. However, in this theme cluster time was 
seen as a gift that was shared with women with whom they had relationships 
characterised by closeness. Conversely time was withheld in relationships that were 
characterised by distance. Several authors have highlighted time as an important 
factor in developing and establishing caring relationships (Minick, 1995; Vouzavaii et 
al, 2011; Wilkin & Slevin, 2004). Clarke and Wheeler (1992) identified a lack of time 
as one of the frustrations that affect caring. Small et al (1999) looked at three groups 
of women’s experiences of care and found that midwives who gave of their time were
216
highly valued. Several midwives in this study described withholding time by reducing 
contact with women. It appears this is a strategy, which they utilised to limit 
involvement when they detached emotionally from the women in their care. This 
detachment occurred because the midwives felt unable to cope with the emotional 
demands of caring. These findings are similar to those of Halldorsdottir and 
Karlsdottir (1996) and Halldorsdottir and Karlsdottir (2011) who described 
mechanistic and time bound care as one of the strategies clinicians used to limit their 
involvement with patients. This study has highlighted giving of time as one the 
strategies midwives use to strengthen their relationships with women. It has also 
outlined the way that midwives limit their involvement by reducing the time they give 
to women in their care. The literature shows that women derive real value from 
spending time with their midwife (Sandaii et al, 2013j, and it is worrying that the 
emotional demands of caring mean they are sometimes denied this time.
Giving of self
Finally in this theme cluster all of the mid wives described how they sometimes gave 
of themselves when caring for women during and after obstetric emergencies. This 
giving of self seemed to occur spontaneously when they developed close ‘woman to 
woman’ relationships with the women in their care. However when their emotional 
limits were exceeded, this philanthropic giving was withdrawn and they retreated 
back to a ‘midwife to woman’ relationship. Ford (1981) and Clarke and Wheeler 
(1992) both highlighted the giving of self as an important feature of the care .The 
emphasis given to emotional aspects of care and caring in this study aligns with this 
published work in nursing. Giving of self was something, which mid wives aspired to 
and at times withheld much like emotional proximity and truth telling. What 
differentiates this study from those previously cited is the credence and emphasis
217
that midwives placed on this giving. This study has highlighted this strong aspiration 
to give and the emotion work that arose from these encounters. It reinforces the need 
for further support in this area.
This theme cluster has highlighted the philanthropic donation of time and self that 
midwives describe in the close ‘woman to woman’ relationships they develop with 
women in their care. However mid wives also withhold, these elements of care when 
they exceed their emotional limits. What this study helps us understand is that 
midwives have a strong desire to give of themselves, and this is a source of emotion 
work for them. As a result of this there is one recommendation that we should:
1. Evaluate and propose strategies to support mid wives in dealing with the 
emotional challenges of caring in obstetric emergency.
6.3.5 Summary
The midwives in this study describe their desire to maintain a more intense level of 
involvement but at times this was prohibited by a number of external factors, some of 
which they deemed to be out with their control. It is evident that there are a number of 
key factors, which were critical for midwives to be successful in managing the tension 
inherent in the boundaries of involvement of their practice. It is clear that midwives 
set their own personal limits to involvement and that these limits are essential to the 
continuance of the caring relationship. If a midwife felt able to cope then the 
boundaries of caring were extended and they became more closely involved in 
relationships with the women in their care. However if their personal limits were 
exceeded they were more likely to develop a distanced relationship. This mirrors the 
findings described by Styat (2009) and Froggart (1998) in which nurses engaged in a
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kind of emotional disassociation, which is something that the midwives in this study 
also described. The delineation between personal and professional as described by 
Mackintosh (2006) was apparent in many of the transcripts. However what was 
different in this study was mid wives overwhelming desire to engage in more 
philanthropic forms of caring. For mid wives then, balancing the two concepts is not 
about finding the safe middle ground as described by nurses. Midwives in this study 
seemed comfortable to develop close relationships with the women in their care. 
They would appear to balance the demands of caring through boundaries and 
personal limits of involvement. This is a dynamic and individual process, which is 
mediated and influenced by the support they receive, the organisation of care and 
factors in their personal lives. Further exploration of this concept of involvement 
would facilitate a clearer understanding of its origins and effects, and should be the 
subject of further research.
Reflecting upon the literature and the findings in this study pertaining to involvement, 
may lead one to question whether professional detachment is in fact beneficial for all 
concerned. For the midwives adopting such an objective, problem solving and 
detached approach to women would seem to preclude them from caring, and is 
essentially at odds with the ethos of the midwife as being ‘with woman'. However in 
order to achieve this reciprocity the working environment needs to be appropriately 
staffed and supportive.
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6.4 Coping
6.4.1 Introduction
The two previous theme clusters have highlighted the complexities, which are 
inherent in caring for women during obstetric emergencies. Whether it is the 
demands of learning to care, or mediating their levels of emotional involvement, all of 
these activities had a profound effect on the participants. For many, a desire to care 
had been a strong motivational factor in their decision to become a midwife. However 
there was overwhelming evidence that the support they received was paramount in 
mediating their ability to undertake what Shorter and Styat (2010) described as 
‘meaningful engagement’ with the women in their care. The impact of support on their 
ability to cope with the emotional challenges of obstetric emergencies and to form 
meaningful relationships with women were strong themes in the data. Some of the 
mid wives in this study sadly described a consensus that midwives must be seen to 
cope. Interestingly the literature which explores what it means to be a ‘good midwife’ 
does not explicitly detail the ability to cope as a defining characteristic but rather 
epitomised the professional ideals of the technically competent, research active, 
caring and compassionate professional (Caroian & Hodnett, 2007; Caroian, 2011). It 
could be argued that the ability to ‘cope’ is an implicit part of professional practice, 
which is sometimes reluctantly, but more often rarely explored, either informally, or in 
professional education programmes. In a similar way to the management of 
emotional boundaries we have somewhat naively assumed that such skills will be 
learnt through experience in practice. Perhaps our failure to address coping in a 
robust manner leaves professionals ill equipped to recognise and acknowledge they 
need support, or indeed have the ability to seek it out.
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Coping in this study is the theme category, which describes midwives abilities to 
navigate a balance between the three theme clusters: personal and emotional limits, 
balancing priorities and support.
6.4.2 Personal and Emotional Limits
All of the participants in this study clearly articulated their personal and emotional 
limits and the factors, which impacted upon these. These were focused around four 
main areas: home and work life; emotional impact of caring; feeling women’s distress, 
and finally an inability to alleviate the woman’s suffering. The findings in these areas 
will now be discussed with reference to the published literature.
Home and work life
The ability to care was influenced by a number of factors including experiences and 
events within their personal lives. This notion of work-famiiy conflict has only really 
been explored from the perspective of work impacting on family life and not vice 
versa (Cortese etal, 2010; Mander, 2004). In this study midwives described traumatic 
events spilling over into their personal lives. This parallels Mender’s (2004) findings 
where the death of a mother led to inseparable personal and professional grief and 
had an enduring impact on midwives personal lives. This is discussed further in the 
theme cluster examining support. However what is different in this study is that 
midwives also described how their personal lives affected their ability to engage with 
women in their professional lives. These findings concur with Bolton’s (2000b) 
assertion that Hochschild’s (2012) view of emotional management is too simplistic 
and fail to acknowledge the complex interplay between the personal and private self. 
The findings in this study suggest that there is a complex relationship between
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personal and public self and that we need to find a way to help individuals manage 
these complexities for their benefit, and the benefit of women in their care. As a 
resuit of this study it is important to gain a further understanding of the interplay 
between the emotion work in personal and professional life. In addition practitioners 
and midwifery managers need to be sensitive to the impact that personal issues can 
have on midwives ability to care.
Emotional impact of caring
There was a large volume of data which described the emotional impact of caring. 
Midwives were often distressed and felt emotionally exhausted by their 
experiences .The midwives in this study discussed the emotional impact of caring 
and some alluded to the negative impact this had upon them personally. The 
emotional impact of caring for the carer is not apparent in the earlier seminal studies 
in nurse caring (Clarke & Wheeler, 1992; Forrest, 1989; Green-Hernandez, 1991) 
and perhaps is a reflection of the earlier view that developing close relationships can 
have a negative impact on the nurses emotional wellbeing (Williams, 2001). Indeed 
Finfgeld-Connett's (2008) meta- synthesis of the caring literature describes only the 
positive benefits that caring has upon the mental well being of the nurse. In this study 
there was some negative impact but nothing, which appears to mirror the findings of 
Bolton and Boyd (2003), Hochschild (2012), Kahn (1993) and Nyatanga (2009) who 
assert the emotion work required to manage stressful situations can turn individuals 
into emotional cripples, who are alienated from their true emotions. Likewise In the 
midwifery research Leinweber and Rowe (2010) concluded traumatic events have a 
profound effect on midwives mental health and threaten their ability to carry out their 
role. In stark contrast Hunter’s (2005, 2006) studies, which examined emotional work 
in midwifery do not discuss the emotional impact of this work on the participants. It is
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likely that this Juxtaposition in the midwifery literature is a result of the different 
contexts in which the studies were undertaken and the nature of the research 
questions, which were posed. However, what this study adds to our knowledge is 
that whilst participants found their roles emotionally challenging, there was little 
evidence of mid wives degenerating into the emotional cripples described by 
Hochschild (2012) and Leinweber and Rowe (2010). Rather the midwives in this 
study articulated their desire to have strong emotional engagement with the women in 
their care and their descriptions of how they navigate this challenging area mirror the 
emotional management taxonomy described by Bolton (2000a).
Whilst it is clear that obstetric emergency does have an emotional impact for the 
mid wives who are involved, this study did not support the findings of other 
researchers who described extreme consequences for the mental well-being of their 
participants.
Feeling their distress and inabiiity to alieviate suffering
These two elements of the theme cluster are considered together here as the 
published literature in this area spans both topics. The data in this element is an 
adjunct to the data that was produced on emotional proximity. The events that were 
described in this theme cluster were often highly distressing; not just because of the 
nature of the emergency, but also because of the deep emotional connection the 
midwives had often forged with the woman and the impact it had upon them. Whilst 
one midwife described leaving the profession as a result of her experiences, she did 
return some years later, and had been practicing for many years when she became a 
participant in this research study. In addition to these feelings of distress midwives 
also described their feelings of helplessness in trying to care for women who were
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suffering emotionaliy traumatic events. Varcoe et al (2012) describes similar findings 
in a study, which examined morally distressing events. In both this study and Varcoe 
et al’s (2012) published study the practitioners described their frustration and distress 
at being unable to alleviate the suffering that their patients were experiencing. 
However whilst many of the practitioners in Varcoe et al’s (2012) study completely 
withdrew from emotional contact with patients or left the profession, the midwives in 
this study still sought strong emotional connections after relatively short periods of 
withdrawal. It is important to acknowledge that forging deep emotional connections 
with women means midwives often relate on a personal level to the distress the 
women in their care feel.
This theme cluster has described the emotional and personal limits of mid wives in 
this study and some of the factors, which affect those limits. As result of this work it is 
important to:
1. Undertake further research exploring the interplay between the emotion work 
in personal and professional life.
2. Ensure practitioners and midwifery managers are sensitive to the impact that 
personal issues can have on midwives ability to care.
3. Acknowledge that mid wives do experience emotional distress and provide 
opportunities for additional support at this time.
This theme cluster has described some of the factors, which impinge midwives ability 
to cope. Many of these factors remain outside of midwives control. The next theme 
cluster will examine something, which midwives do ostensibly control: the 
organisation of care.
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6.4.3 Balancing priorities
All of the mid wives expressed frustration and at times resentment surrounding their 
attempts to cope with the demands of caring in contemporary midwifery practice. 
These frustrations related specifically to the organisation of care
Organisation of care
The manner in which care was organised and managed often had a deleterious affect 
on midwives ability to cope. These frustrations centred on the allocation of midwifery 
resource and fell into two main areas namely: insufficient number of mid wives to have 
time to care or an inappropriate skill mix. In both instances midwives felt stressed, 
and it affected their ability to cope with what were often distressing incidents leading 
to distressed parents. These findings mirror the two meta analyses of caring in 
nursing undertaken by Finfgeid-Connett (2008) and Sherwood (1997). Both of these 
papers outlined that a conducive work environment was a fundamental antecedent to 
caring. Similarly Burston and Stichler (2010) assert that whilst caring is an 
interpersonal processes it is moderated by the environment in which it occurs. In 
addition Tuohy at al (2005) also outlined that time, and sufficient human and physical 
resources are essential to the caring process. Whilst the allocation of resources is 
never a simple issue it is evident from this study and the published research that 
appropriate allocation can have positive impact on practitioners ability to care. This 
theme cluster has led to one recommendation for practice:
1. Team leaders should try to achieve a balance in the mix of high and low risk 
women that mid wives are allocated to care for and ensure there are sufficient 
suitably experienced midwives to cope with high risk cases.
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6.4.4 Support
This final theme cluster outlines one of the most important factors affecting midwives 
ability to cope namely the provision of appropriate support. The requirement for, and 
nature of support, during, and in the aftermath of obstetric emergency was a 
significant component of midwives stories. Support is a complex issue in this study 
because there is a large volume of data, which indicates that midwives view they 
must be seen to cope. However there is also data describing the help they receive 
from each other and from other support mechanisms on offer. Finally the 
ramifications of a lack of support will be explored.
Being seen to cope
The midwives in this study described a pervading culture of having to be ‘seen to 
cope’, and stated that failure to cope was seen as a weakness. These experiences 
must be viewed against the lengthy descriptions of the emotion work that caring in 
obstetric emergency generates. The culture of being seen to cope in some way 
supports the assertion of Goffman (1969) and Freud that we can consciously manage 
the expression of our feelings or emotions according to the social context in which 
we find ourselves. In the cultural context described in this study mid wives consciously 
managed their emotional displays as described by Freud, and in ways that aligned to 
the presentational and prescriptive management skills described by Bolton (2000a). 
Whilst mid wives clearly viewed this emotional management as important it is unclear 
if this is something, which women value. The studies by Mapp and Hudson (2005) 
and Winfield-Manogin et al (2000), which look at women’s experiences of obstetric 
emergency both allude to expectations of professional behaviour and mid wives 
‘appearing to know what they are doing’. The midwives in this study did not give a
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clear rationale as to why they felt they must be seen to cope and it is important to 
gain a further understanding of this concept if we are to provide more effective 
support.
Support mechanisms, helping each other and the ramifications of lack of 
support
In contrast to the notion of being seen to cope midwives also expressed the desire to 
help and support each other. This help often related to practical support in completing 
paperwork or explaining and guiding more junior staff. Support was also offered 
through small personal acts and this was typified by supplying colleagues with tea, 
coffee or chocolate! When midwives sought out support they tended to approach a 
midwifery colleague with whom they also had a personal connection. These types of 
informal support mechanisms were the most prevalent in the data. There were no 
descriptions of mid wives seeking support from outside of their professional group. 
None of the midwives raised supervision as a mechanism for gaining support and 
frequently expressed negative views as to its value in helping them to cope.
What was interesting in this study was that very few of the midwives chose to utilise 
the support offered through the formal process of midwifery supervision. The support 
networks they utilised were largely informal and confined to their own professional 
group. These findings reflect the outcomes described by Korczynski (2003) who 
found that individuals sought out communities of support where there was social 
cohesion, in terms of gender and shared experience of work. Both Norbeck (1985) 
and Meaier et al (2007) have described the importance of developing collective 
coping strategies amongst professional groups working in stressful clinical 
environments. Several of the midwives eluded to the reasons why they chose
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informal networks to gain support, which included the individual being a non- 
judgmental experienced midwife, someone who would give them honest feedback 
and someone who would support to help them practice more effectively in the future. 
It is surprising given that the supervisor of midwives’ role is to ‘to promote excellence 
in midwifery care, by supporting midwives to practice with confidence‘ (Nursing and 
Midwifery Council, 2009 p.2) that none of the midwives in this study cited their 
supervisor as the person from whom they would naturally seek support. A few of the 
midwives explicitly rejected the notion of approaching their supervisor but did not 
expand on the rationale behind this decision. Both Deery and Corby (1996) and 
Kirkham (1999) have questioned the efficacy of traditional midwifery supervision in 
meeting the support needs of mid wives in contemporary practice. It is disconcerting 
that some 13 years on the mid wives in this study seemed to hold similar views. It is 
also alarming that for some of the midwives in this study their ability to cope was 
exceeded , and one describes leaving the profession for a period of time following a 
particularly traumatic incident. Whilst that particular scenario occurred many years 
ago and it could be argued our understanding and provision of support has been 
improved, several of the participants described more recent events where either they 
or their colleagues had left or considered leaving midwifery. These findings are 
reminiscent of the work of Sandaii (1997), Kirkham, (1999), Kirkham and Stapleton 
(2000) and Ball et al (2002) who highlighted the impact of unmet support needs on 
the wellbeing of mid wives. Further it would seem to indicate that for this group of 
midwives the recommendations of these published studies have had little impact on 
the support provided in their practice areas. Midwives who were unable to access 
appropriate support described themselves as emotionally exhausted and exhibited 
some of the characteristics of compassion fatigue described by Nyatanga (2009). 
This theme cluster has resulted in one recommendation for midwifery research:
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1. Undertake further research to understand the concept of ‘coping in midwifery 
practice.
6.4.5 Summary
For participants in this study the desire to care was a strong motivational factor in 
their decision to become a midwife. However there is overwhelming evidence that the 
support they received was paramount in mediating their ability to undertake what 
Shorter and Styat (2010) described as ‘meaningful engagement’ with the women in 
their care. The impact of support on their ability to cope with the emotional challenges 
in obstetric emergencies and to form meaningful relationships with women was a 
strong theme in the data. Some of the midwives in this study sadly described a 
consensus that they must be seen to cope. Interestingly the literature which explores 
what it means to be a ‘good midwife’ does not explicitly detail the ability to cope as a 
defining characteristic but rather epitomised the professional ideals of the technically 
competent, research active, caring and compassionate professional (Caroian & 
Hodnett, 2007; Caroian, 2011).
Having acknowledged that the availability of support was seen to mediate midwives 
ability to cope the participants described other factors, which impacted upon their 
resilience. The competing demands of their organisation versus the needs of women 
in their care and the subsequent impact on their workload were seen as having a 
deleterious effect on their ability to cope. Balancing these competing priorities was 
seen as a distraction from the real work of caring for women. Where the 
organisational demands were at odds with the needs of women in their care midwives 
found it harder to engage in meaningful emotional relationships. In these instances 
they retreated to the role of the professional caregiver, a role, which was epitomised
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by a degree of distance or withdrawal from the woman. These findings in some part 
reflect the work of Dykes (2009) who looked at the impact of institutional constraints 
on care on the postnatal ward.
It could be argued that the ability to ‘cope’ is an implicit part of professional practice, 
but it is an aspect of practice which is rarely discussed and for which midwives are 
un-prepared. Developing appropriate coping strategies is a pivotal aspect of caring in 
obstetric emergency and requires greater attention in midwifery undergraduate and 
continuing professional development programmes.
6.5 Valuing and Respecting
6.5.1 introduction
The theme category valuing and respecting arose from the participant’s descriptions 
of the feelings of respect and admiration for women and their families. This theme 
category also contains the participant’s views on valuing, and being valued by the 
women for whom they care. The notion that respecting and valuing was a reciprocal 
activity was a strong theme in the data. The data will therefore be discussed with 
respect to the published literature in three areas; the woman, the partner and family 
and finally self Because the published literature is entwined within ail three of these 
theme clusters they will be discussed here as a collective.
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6.5.2 Valuing and respecting the woman, her partner and self: reciprocity in 
obstetric emergency
The participants in this study talked frequently about their feelings of admiration and 
respect for the women and partners in their care. These feelings arose through their 
care of women and partners in circumstances that were often both physically and 
emotionally challenging. It was clear that mid wives saw valuing the views of women 
and their partners as a pivotal element in the caring process.
The notion that feeling valued is an important aspect of care has been supported by a 
number of authors, although there are differing views as to whether this is a 
unidirectional or reciprocal process. Eriksen et al (2012) describe being valued as a 
basic humanity that ail humans share. Mayerhoff (1971) and Noddings (2003) both 
support the view that caring is reciprocal concept in which both the caregiver and 
care recipient value each other and engage in a sharing reciprocal relationship. 
Conversely the view held by some psychologists that caring is unidirectional 
phenomenon has been fiercely disputed (Decety, 2012). However, humanistic 
models of caring are based around the underlying philosophy of protecting human 
dignity (Edwards, 2011). When these models are translated into practice they are 
epitomised by the notion of respect for the individual (McClimans et al, 2011). This 
concept has been further developed by nursing theorists who describe the 
importance of non-judgemental acceptance of the patient in a caring relationship 
(Griffiths et al, 2012; Wagner & Bear, 2009). The studies which examine care from 
the perspective of the woman suggest they also appreciate care which values and 
respects their opinions and beliefs (Fraser, 1999; Homer etal, 2008).
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So whilst there is an overwhelming volume of literature which aligns with the findings 
of this study the one study which looks specifically at care in obstetric emergency 
from the perspective of the care giver does not mention valuing, feeling valued or 
reciprocity within its findings (Goldbort et al, 2011). It is interesting that Goldbort et 
al’s (2011) findings do not contain data relating to this or any other relational aspects 
of care. This is perhaps a reflection of the structure and organisation of obstetric care 
in the U.S.A., and the role of the obstetric nurses who participated in the study. What 
is evident is that the midwives in this research study were clear about the importance 
of valuing women and this aligns with a huge volume of evidence within the literature 
(Edwards, 2011; Eriksen etal, 2012; Fraser, 1999; Griffiths etal, 2012; Homer et al, 
2008; Mayerhoff, 1971; Noddings, 2003; Wagner & Bear, 2009).
This study does differ in another way from the findings in the three seminal studies on 
nurse caring. Green-Hernandez (1991), Clarke and Wheeler (1992) and Forrest 
(1989) all describe reciprocity and mutual respect as important elements within the 
caring process. However they also describe a common theme of “difficult to care for 
patients’. Whilst the participants in this study described the challenges that respecting 
and valuing the woman and partners opinion could present they did not categorise 
them as difficult. Rather they sought to understand and respect their viewpoint even 
when women and their partners made decisions, which the participants viewed, may 
be detrimental to the wellbeing of the mother or baby. These scenarios were a source 
of emotion work for midwives who felt torn between their professional responsibility to 
guide and inform, and valuing the strong views of some of the women and partners 
for whom they cared. However at no point did the midwives label these women as 
difficult. In instances where midwives did not feel their opinion was being valued and 
the reciprocity in the relationship was lost they sought to retrieve a mutual 
understanding and negotiate a way forward. . The notion of reciprocity was therefore
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an important feature of the ciose ‘woman to woman’ relationships, which mid wives 
aspired to. Crucially this reciprocity enhanced the midwife’s ability to cope and raised 
her self worth. This echoes the research of Stevens (2003) who suggests that 
creating meaningful relationships with women gives midwives a sense of fulfilment. 
The importance of reciprocity also mirrors the findings of Hunter (2006) in her 
ethnographic study of relationships between community midwives and mothers. In 
this study as in Hunter’s (2006) study the importance of a balanced and mutually 
beneficial relationship was emphasised. What is interesting is that this study used a 
different methodology and focused on obstetric emergency (a diametrically opposed 
aspect of practice) the results are extremely similar. In Hunter’s (2006) study 
midwives in part attributed the development of these reciprocal relationships to the 
long-term nature of the encounters in the community. In this study, midwives where 
often described encounters, which were relatively short by comparison to those in a 
community midwifery setting, yet the outcome was the same. It might be suggested 
that reciprocity is an important aspect of mid wives relationships with women 
regardless of the clinical setting. This is an important outcome, and further work 
should be undertaken to explore if this finding pervades all midwife -  woman 
interactions. This may then enable us to consider how mid wives can be supported to 
develop this aspect of their caring interactions, given its potential mutually beneficial 
impact.
What this study also adds is that the notion of valuing for this group of mid wives is 
extended beyond the woman to include her partner and family. This is a new insight, 
which differs from the nursing literature (Green-Hernandez, 1991; Clarke & Wheeler, 
1992; Forrest, 1989) and is perhaps a characteristic of the mid wives role in working in 
partnership with both women and their families.
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This theme duster has resuited in one recommendation for further exploration:
1. Undertake research to further understand the importance of reciprocity in 
midwife- woman/partner interactions.
6.5.3 Summary
This theme duster has discussed the importance placed by the mid wives on 
developing reciprocal relationships with women and their partners. This finding whilst 
mirroring much of the published work has two distinct features. The first of these is 
that notions of valuing, respecting and reciprocity are extended beyond the woman 
and are applied to her partner and in some cases family. This is perhaps an 
illustration of the subtle cultural difference between midwifery and nursing, where 
midwives view families as wholly integrated in the care they give. The second 
difference is that whilst there could be conflict between the mid wives views or values 
and that of the woman; these women were not labelled as ‘difficult to care for’. Rather 
in this instance midwives sought to retrieve the reciprocity and mutual understanding 
and find an agreed way forward. Reciprocity would seem to be an important element 
of caring in obstetric emergency
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Chapter Seven
Conclusion and Recommendations
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Chapter Seven Conclusion and Recommendations
This study has been undertaken by a novice phenomenological researcher, and it’s 
usefulness is determined by ‘whether a reader adopting the same viewpoint, as 
articulated by the researcher, can see what the researcher saw, whether or not he 
agrees with it’ (Giorgi, 1970 p 96). The researcher therefore invites midwives reading 
this to consider it in relation to their own experiences of caring in obstetric 
emergency. The research process has had profound personal effects; the material 
has been challenging and enlightening and has caused the researcher to question 
many of her personal beliefs on what caring means. These feelings were also 
described by Paliikkathayil and Morgan (1991) when they stated that ‘The use of 
phenomenology directs the understanding of the researcher to self as a person, as 
well as the understanding of subject as person’. A number of potential problems were 
identified during the processes, which although highlighted by the literature, were in 
practice personally difficult for the researcher. The first of these is that by undertaking 
research of this nature, the researcher may foster dependency and may increase the 
personal vulnerability of the participants. The second is that the research facilitates 
the painful recall whether intentional or unintentional of previous experiences, the 
researcher needs to prepare themselves for this eventuality. Finally it is important 
that the researcher when encouraging relationships also considers when, if, and how 
those relationships might end.
This study offers insight into a previously unexplored aspect of midwifery practice. Its 
intention has been to illuminate the lived experiences of mid wives caring through the 
exhaustive description of the phenomenon and it’s essential structure. These results 
are not generalisable and the alignment between this and other studies warrants 
further investigation, if we are to effectively prepare and support midwives to
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undertake this important aspect of their practice we cannot ignore the challenges this 
group of mid wives have described, albeit that they do not always directly align 
previously published related literature.
Caring in obstetric emergency is described as a challenging yet rewarding aspect of 
midwifery practice. Midwives in this study have shared stories through a 
conversational narrative, which enabled them to speak freely about their own 
personal experiences. This has proved to be a rich source of data and has provided 
an enlightening and valuable insight into everyday practice.
Learning to care was a theme, which was unique to this study. Learning involves 
understanding and knowing oneself, and what it means to become and be a midwife. 
The value of learning through experience and the profound impact of early 
experiences have also been highlighted. Whilst the importance of debriefing was 
emphasised, the efficacy of pre-registration preparation, guidelines and protocols was 
debated. Continuing professional development and the use of multi-disciplinary in-situ 
simulation were highly valued.
Midwives aspired to develop a close emotional proximity with women in their care. 
They set personal emotional boundaries and limits which when exceeded resulted in 
relationships that were typified by distance. When this occurred midwives described 
the strategies they utilised to limit their involvement. What is this study adds is an 
understanding that midwives aspire to develop a strong ‘woman to woman’ 
relationship with the women in their care. Unlike studies in nursing which are typified 
by over or under involvement in this study mid wives described moving along a 
continuum, always gravitating back to a place of close emotional proximity. Truth and 
giving of self were important features of the caring relationship. Uniquely these
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midwives sought to give of themselves and viewed it as a beneficial, not a dangerous 
feature of their caring relationships.
The emotional impact of caring was evident and emotion work was a thread which 
pervaded ail of the theme categories. This study adds a new dimension in our 
understanding of the impact that home life can have on work life. In addition it differs 
to some of the work on emotional labour as these mid wives did not describe 
themselves as emotionally disabled by their experiences.
Finally reciprocity and the importance of valuing and being valued were highlighted. 
In this study the valuing extended beyond the woman and included her partner and 
family.
What limits this study is that it is only represents the views of eleven midwives in a 
small geographical area. In addition ail of these midwives were female and there 
could be an inherent gender bias within the data. However it has illuminated an 
otherwise un-described aspect of midwifery practice and has raised a multitude of 
new questions that now must be answered.
Perhaps this study would appear to have posed more questions than it has answered, 
but this should be considered in light of the statement by Colaizzi (1978) ' ... in as 
much as human research uncovers the co researchers presuppositions as persons, 
and since no person can be exhaustively researched, in as much as existential 
significance refers to spiralling and ever expanding horizons, then the point can never 
be reached where all of the co-researchers pre-suppositions, which guide the 
research at every phase, can be uncovered or dealt with, or where a full assessment 
of existential significance is achieved’ (Page 70)
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Whilst the recommendations have been outlined within the theme categories in 
Chapter Six they are summarised here and demonstrate the important new 
knowledge and understanding that may arise from this phenomenological study. 
These recommendations are now clustered in terms of their significance for 
research, education and practice.
Research
Undertake further research:
1. which examines midwives motivation for joining the profession in an era 
where government policy is calling for values based recruitment strategies
2. to determine if there is a dissonance between the philosophy of midwifery 
undergraduate education programmes and the reality of practice (normal 
versus risk culture)
3. to explore the attributes, which make experiential learning such a valued 
activity, and explore how those attributes might be embedded in formal 
classroom teaching
4. to look at the role of guidelines and mnemonics in improving confidence and 
competence in obstetric emergency
5. to ascertain if the desire for close personal ‘person’ to ‘person’ involvement is 
a feature of the midwifery profession as a whole or has been mediated 
through a gender bias in the sample
6. exploring the interplay between the emotion work in personal and professional 
life
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7. to understand the concept of ‘coping in midwifery practice
8. to further understand the importance of reciprocity in midwife- woman/partner 
interactions.
Education
Undertake educationai activities which:
1. supports midwives to develop reflective skills through and on going continuing 
professional development programme or midwifery supervision
2. strengthens the preparation of undergraduate students to deliver care in 
obstetric emergency
3. equips midwives with more appropriate skills and offer more explicit support to 
enable them to navigate their emotional involvement with women 
experiencing obstetric emergency
4. trials and evaluates the use of in situ multidisciplinary team training
Practice
Practice teams should:
1. develop, implement and evaluate a system of formal and informal 
strategies to support midwives during their early experiences of obstetric 
emergency
2. adopt and evaluate a system of regular multidisciplinary team briefing 
following obstetric emergency
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3. acknowledge that nnidwives find mediating their involvement with women 
challenging, and offer enhanced support around this aspect of care 
perhaps through midwifery supervision
4. evaluate and propose strategies to support mid wives in dealing with the 
emotional challenges of caring in obstetric emergency
5. be alert to the impact that personal issues can have on mid wives ability to 
care
6. give careful consideration and try to achieve a balance in the mix of high 
and low risk women midwives are allocated to care for.
It must be acknowledged that obstetric emergency is an aspect of midwifery 
practice, which presents mid wives with numerous challenges. However what is 
clear is that throughout these challenges the midwives in this study strived to be 
‘with woman’. This study should in some small way help us understand how we 
might facilitate that process and in doing so improve the experience of midwives 
and the women and families for whom they care.
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UNIVERSITY OF
# SURREY
An exploration of midwives experiences of caring for women during obstetric 
emeraencv.
Participant Information Sheet Version 6, 12^  ^December 2011
Introduction
Mv name is Ruth Jackson and I am a midwife undertaking a research study as part of 
a Doctorate in Clinical Practice(PrD) I would like to invite you to take part in my 
research study. Before you decide you need to understand why the research is being 
done and what it would involve for you. Please take time to read the following 
information carefully .If after reading this information you think you may like to be 
involved or just want to know more about the study, I will come and meet with you 
and discuss what it will entail .Please be assured that meeting with me does not 
commit you to taking part in the study. It is an opportunity to meet with me as lead 
researcher in the project and to discuss the project in more detail before you decide.
What is the purpose of the study 7
Care in labour and delivery has undergone massive change in the last 30 years. 
Technical advances mean that we can now effectively manage many of the 
previously life threatening complications of labour and birth. For mid wives caring for 
women during this is a challenging and sometimes difficult aspect of our practice.
This project, which is also part of my PrD work with the University of Surrey, is 
phenomenological exploration of midwives experiences of caring for women in 
obstetric emergencies in labour and birth .The views of mid wives on this topic are not 
well documented and this study aims to explore these experiences so that this 
knowledge can be used to improve the preparation and support that is given to 
mid wives in this aspect of their role.
Why have I been approached ?
I am asking all registered mid wives in the five NHS Trusts in Essex to seek their 
participation . I am contacting them through a direct letter via the Heads of Midwifery.
I need to get a minimum often midwives to participate in this study
Is participation in this study voluntary ?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be asked to sign a consent form but you are stiii free to withdraw at any time . If you 
decide not to take part you do not have to give a reason .
How long is the study and what will happen if I take part ?
Your involvement in this project will be for 2.5 hours over a period of 3 months from 
November 2011 to January 2012. You would be asked to contribute your time in 4 
interviews as detailed below . All interviews will take place in a location and at a time 
which is agreed by you . If you decide to come to the University in Chelmsford for
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your interviews then I wiil pay your travel expenses at and arrange for free parking on 
the c a m p u s .
Interview 1
Duration
Purpose
Interview 2
Duration
Purpose
Interview 3
Duration
Purpose
Interview 4
Duration
Purpose
Approx 30 minutes
To review this information s h e e t , ask m e any questions and discuss 
any concerns you m ay have, and if you are in agreem ent you wiil sign 
the consent form or you m ay take it aw ay and return it by post within 
three working d a y s .
Approx 1 hour
This will be an audiotaped interview in which w e will record your 
experiences and thoughts about caring for w om en during obstetric 
em ergencies in labour and birth
Approx 30 minutes
Audiotaped interview w here  w e will discuss my initial interpretation of 
your experiences. I will be asking you to verify that my interpretation is 
correct
Approx 30 mins
This interview will occur after ail ten participants have been  
interviewed and ail of their contributions analysed . During this 
interview I will take  you through my findings and ask you to com m ent 
on the them es I have highlighted from the interviews and discuss if my 
interpretation is recognised by you as a true description of your 
experiences
Tell me more about the interviews
In research studies individual face-to-face interviews are used to elicit personal 
perspectives.
In the first interview w e will have the chance to discuss the research and you wiil be 
able to ask m e any questions before you decide to participate . This will not be  
audiotaped . If you decide to participate I will ask you som e questions about your 
midwifery experience and any post registration education or training you have had. 
This data will not be published in the main thesis but will be used by m e in my  
researcher's log to help m e ensure I interpret your interviews in the context of your 
experience
In the main interview (Interview  2) I will be asking you describe your experiences in 
your own words. I wiil not be asking you a series of pre determ ined questions but 
m ay prompt you for more detail or clarification on som e of the things you say.
In Interview 3 you will have had a copy of the transcript from Interview 2 and I wiil 
share my interpretation of this with you and any significant statem ents I think I have  
found. This interview enables you to verify the transcript is c o rre c t, to discuss my 
interpretation and to tell m e if the significant statem ents I have identified and the
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meanings I have attached to them are something you recognise and are an accurate 
reflection of your experiences .
The fourth interview will not be audiotaped but I will keep notes in my researcher’s 
log. This interview will happen three months after all third interviews have been 
competed and I will be asking you to read my final description of what is the lived 
experience of caring for women in obstetric emergency as seen though the eyes of 
midwives. You will be asked to say if this is an accurate description and suggest any 
changes you feel should be made.
Will my confidentiality will be safeguarded during and after the study ?
Any opinion, perspective or experience you share during the course of the research 
will be kept strictly confidential. It should not be possible to attribute any of these to 
individuals participating in this project.
The data collected will be transcribed and analysed to identify the main themes or 
messages that emerge from it about how mid wives experience caring for women in 
obstetric emergencies. Within these transcriptions individuals will be referred to only 
by their ascribed research number, e.g. respondent 1. or respondent 3 and I am the 
only researcher who will be engaging in data analysis. The data will be entered into 
an NVivo data management software to facilitate analysis and this will be password 
protected on a secure University server. The original tapes and transcriptions will be 
stored in my locked/private filing cabinet in my office and destroyed when the project 
is completed.
I will collate the main issues that emerge from interview 2 and 3 and we will discuss 
these to check if my summary reflects your impression and offer further clarification if 
you choose.
The study will be completed in September 2012. Publication of the results via 
conference papers and publication in professional journals is expected of a project of 
this type to share with other professionals what has been learned. However again be 
reassured that it will not be possible to identify individuals in these publications or 
attribute particular findings in the study to them. However there may be instances 
where participants describe an incident which is so rare that other professionals 
involved may be able to recognise the participant -  if you share any such incidents 
with me we can discuss their inclusion in the final thesis and you may veto this if you 
choose. All necessary steps will be taken to safeguard anonymity and protect your 
privacy.
In the event that poor practice is disclosed within the interviews. I would 
assume that vour response to this would complv with the Nursing and 
Midwiferv Council Code of Conduct (20081. This normallv involves sharing 
vour concerns with vour clinical manager or supervisor of midwives initiallv 
and taking whatever course of action was deemed appropriate following this 
discussion. It must be noted that as the code of conduct applies to me as a 
researcher as well as to vou the participant, confidentialitv cannot aoplv if I 
believe there is anv risk of harm to patients/clients
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‘Y o u  m u st d isc lo se  in fo rm atio n  if vou b e lie v e  s o m e o n e  m a v  b e  a t risk o f 
h arm , in line w ith  th e  la w  o f th e  cou n trv  in w h ich  vou  a re  p ra c tis in g ’ (N M C  
2 0 0 8 ) .
Will I get feedback about the study’s findings?
I will develop a brief sum m ary paper of the main findings and recom m endations of 
the study which you wiil receive after the study is com pleted in 2012
Who has reviewed the study?
All research in the N H S is looked at by independent group of people, called a 
R esearch Ethics Com m ittee to protect your safety, rights, well being and dignity. This  
study has been reviewed and given favourable opinion by the Cam bridge South  
R esearch Ethics Com m ittee in (date). T h e  project is also reviewed by a supervisory 
panel of research experts in the University of Surrey throughout.
H ow ever if you have a concern about any aspect of this study, you should ask to 
speak to m e as the lead researcher and I wiil do my best to answ er your questions or 
deal with your concerns. My contact details are ruth.iackson@ anqiia.ac.uk or 
0 7 5 1 5 5 7 8 4 8 7
If you have reason to m ake a com plaint or are concerned about any aspect of this 
research, please contact my supervisor Dr Helen Allan, FH M S , University of Surrey, 
Guildford, G U 2 7X H
If you are not satisfied as a result of this, p lease contact G lenn Moulton, Secretary of 
UniS Ethics Com m ittee, University of Surrey, Guildford, G U 2 7X H  .
The  University has third party insurance against claims by third parties for loss, 
dam age or injury which can be shown to have arisen out of its activities and are  due  
to negligence.
Do I have to take part ?
I have described the main aspects of the study in this information sheet. If you think 
you m ay be interested in taking part I can arrange an initial meeting so w e can  
discuss any queries you m ay have. P lease be assured that coming to this m eeting  
does not com mit you to anything.
I would suggest that following this meeting you can either sign the consent form or 
take a few  days to think about what participating in this study will involve and how this 
m ay impact on your work and hom e life. If, following reflection, you would like to 
volunteer to participate please sign a consent form, see  below, and return it to m e to 
by (date/tim es). This confirms you have agreed to take part in the project.
You are free to w ithdraw at any time, without giving a reason and this would not 
impact on you in any w ay
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You will be provided with the contact numbers for your Trust’s Occupational Health 
Counsellor at the first interview in case you should wish to seek any additional 
support following our discussions.
Thank you very much for taking the time to read this information.
Ruth
Ruth Jackson
Post Graduate Medical Institute
Anglia Ruskin Universitv
Bishop Hall Lane
Chelmsford
Essex
CM11SQ
08451964656
07515578487
ruth.iackson@analia.ac.uk
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CONSENT FORM
UNIVERSITY OF
Vl7> surrey
Version 6
relating to Version 6 of the Participant information Sheet 12*"^  December 2011
A phenomenological exploration of midwives experiences of caring for 
women during obstetric emergency
Researcher:
Ruth Jackson
Postgraduate Medical institute
Anglia Ruskin University
Chelmsford
Essex
CM11SQ
Please initial box
2.
I confirm that I have read and understand the information sheet for the 
above study and have had the opportunity to ask questions.
I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving reason.
3. I agree to take part in the above study.
4. I agree to the interviews being audio recorded
5. I agree to the use of anonymised quotes in publications
6. I agree that my data gathered in this study may be stored (after it 
has been anonymised) on a secure server and understand it will be 
destroyed on completion of the study
□
Name of Participant Date Signature
Name of Researcher Date Signature
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RuthJackson ' f u N i v E R s ^ o F
Post Graduate Medical Institute SURREY
Anglia Ruskin University
Chelmsford
Essex
CM11SQ
Head of Midwifery Letter version 5 8^*^  November 2011
Research Studv: An exploration of midwives experiences of caring for women 
during obstetric emeraencv.
Dear (Insert name Head of Midwifery)
Firstly, thank you for the time you recently gave me to discuss the above research 
study which I am undertaking as part of my Doctorate in Clinical Practice. The 
research study will look at mid wives' experiences of caring for women during 
obstetric emergencies in labour and birth. I enclose the invitation letter and written 
information sheet that gives participants more information about the study and what 
taking part would mean for them.
As we discussed this study was approved by the Cambridge South research ethics
committee o n ....................And agreed by your Trust R&D o n ........................This is
the final agreed version of the documentation you were emailed prior to our 
conversation, and I would be grateful if it could be circulated to all of the registered 
mid wives within the Trust via email as we discussed
If you require any further information or clarification then please do not hesitate to 
contact me to discuss any aspect of this study. I would like to thank you for your 
assistance with this project.
Kind regards
Ruth
ruth.iackson@analia.ac.uk
07515578487 
0845 196 4656
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UNIVERSITY OF
Ruth Jackson SURREY
Post Graduate Medical Institute
Anglia Ruskin University
Chelmsford
Essex
CM11SQ
Version 5 Participant invitation letter 
8^  ^November 2011
Research Studv: An exploration of midwives experiences of caring for women 
during obstetric emeraencv.
Dear Colleague,
My name is Ruth Jackson and I am a midwife undertaking a research study as part of 
a Doctorate in Clinical Practice. The research study will look at midwives 
experiences of caring for women during obstetric emergencies in labour and birth. 
There is virtually no documented research on this aspect or our midwifery practice. I 
am therefore writing to invite you to contribute to this new body of knowledge by 
sharing your experiences with me in a series of audio taped interviews which will 
need about two and a half hours of your time. I enclose an information sheet that 
gives you more information on the study and what taking part would mean for you.
I do hope that you will feel able to participate and to share your unique experiences, if 
you are interested then please contact me either by email or telephone as detailed 
below.
Thank you in anticipation 
Kind regards
Ruth
ruth.iackson@analia.ac.uk
0 7 5 1 5 5 7 8 4 8 7
0 845  196 4 6 5 6
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04 October 2011
National Research Ethics Service
NRES Com m ittee E ast o f England -  C am bridge South
Victoria House 
Capital Park 
Fuiboum 
Cambridge 
CB21 5XB
Telephone: 01223 697653 
Facsimile: 01223 597645
Mrs Ruth A Jackson
Deputy Dean, Faculty Health and Social Care
Anglia Ruskin University
Bishop Hall Lane
Chelmsford
Essex CM 11SO
Dear Mrs Jackson 
Study Title:
REG reference number: 
Protocol number:
A phenomenological exploration of midwives*
experiences of caring for women during obstetric
emergency In labour
11/EE/0342
N/A
The Research Ethics Committee reviewed the above application at the meeting held on 22 
September 2011. Thank you for attending to discuss the study. Please pass on the 
committee’s thanks to Dr James Hampton-Till for his attendance.
Documents reviewed
The documents reviewed at the meeting were:
Document Version Date
Covering Letter from Ruth Jackson 09 August 2011
Evidence of Insurance or indemnity - Zurich Municipal 08 July 2011
Investigator CV -Mrs Ruth Jackson 09 August 2011
Letter of invitation to participant Version 4 09 August 2011
Other. CV for Academic Supervisor - Helen Therese Allan 29 March 2011
Other: Head of Midwifery Letter Version 4 09 August 2011
Other: Cover letter from Ruth Jackson enclosing valid IRAS 
form
05 September 2011
Participant Consent Form Version 4 09 August 2011
Participant Information Sheet Version 4 09 August 2011
Protocol Version 5 09 August 2011
REC application Submission code: 
83288/246160/1/190
15 August 2011
After the Committee’s Initial deliberations you were invited to join the meeting to clarify some 
issues;
This Research Ethics Committee is an advisory committee to  the East o f England Strategic Health Authority  
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees In England
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• The committee pointed out that your studentship had no relevance to your position at 
the Anglia Ruskin University and the logo for this should be removed from the study 
documentation.
• The committee said that as you were looking to involve five Trusts in the study it 
thought the Participant Information Sheet (PIS) would be going to a large number of 
participants but it was noted that you only wished to recruit 10. You said that the 
Idea was to give the PIS to five Trusts as there are different configurations in how 
care is delivered in these Trusts. You aim to send out between 250 and 300 letters 
and you would take the first people that come through and if all these participants are 
from the same Unit this would not be an issue.
■ Members pointed out that you had given your name as the point of contact at all five 
of the Trusts in Part C of the IRAS Form You confirmed that you had given your 
name in error and the point of contact at each Trust would be the Head of Midwifery. 
You said that you were yet to contact all of the R & D Directors but you had already 
seen the Heads of Midwifery at these Trusts and you also had the support of Dr 
Hampton-Till.
• The committee asked when the Consent Form would be provided. You said that 
following an indication that the participants are interested in taking part in the study a 
face to face appointment would be made so written consent can be taken.
■ Members asked what the time scales of interviews would be and how long it would 
be from the third set of interviews to analysis. You said that following analysis the 
fourth interview would take place 5 to 6 weeks later; this would hopefully be February 
2012.
■ You confirmed that the pilot interview would not Involve one of the 10 participants 
recruited to the study.
Provisional opinion
The Committee would be content to give a favourable ethical opinion of the research, subject
to receiving a complete response to the request for further information set out below.
The Committee delegated authority to confirm its final opinion on the application to the
Vice-Chair.
Further information or clarification required
1. You are asked to remove the Anglia Ruskin University logo from the study 
documentation.
2. The committee request that you remove reference to 'Deputy Dean at Anglia Ruskin 
University' from the study documentation as your involvement in this study is as a 
student and not in your capacity of Deputy Dean.
3. You are asked to state in the PIS that the contact details for the Occupational Health 
Staff Counsellor will be provided at first interview.
4. You are asked to revise the last sub-heading on page 1 of the PIS to read Is 
participation in this study voluntary?
5. (Jnder Who has reviewed the study? in the PIS you are asked to replace 'Essex' 
with Cambridge South'.
6. YOU are asked to make reference to emergencies in labour 'and birth' in the Head of 
Midwifery Letter and the Participant Invitation Letter.
7. The third paragraph of the Head of Midwifery Letter to be revised to read ‘As we 
discussed this study was approved by the Cambridge South Research Ethics 
Committee...'
8. You are asked to cross-reference the first clause of the Consent Form with the PIS.
This Research Ethics Committee is an advisory committee to East of England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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if you would find It helpful to discuss any of the matters raised above or seek further 
clarification from a member of the Committee, you are welcome to contact Miss Susan 
Davies, Committee Co-ordinator on 01223 597653.
For ease of reference vou are asked that as well as providing a hard copv of the response to 
Committee this also be sent electronicallv to the Co-ordinator.
When submitting your response to the Committee, please send revised documentation 
where appropriate underlining or otherwise highlighting the changes you have made and 
giving revised version numbers and3ates. '  -
If the committee has asked for clarification or changes to any answers given in the 
application form, please do not submit a revised copy of the application form; these can be 
addressed In a covering letter to the REC.
The Committee will confirm the final ethical opinion within a maximum of 60 days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to 
the above points. A response should be submitted by no later than 01 February 2012.
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
Mrs Ruth Jackson, Cl for the study is the Deputy Dean at Dr Leslie Ceiling's faculty but he 
has had no involvement with the study. The committee decided there was no conflict of 
Interest but that Dr Frank Wells would chair the review of this application.
Statement of compliance
The Committee Is constituted In accordance with the Governance Arrangements for 
Research Ethics Committees and complies fully with the Standard Operating Procedures for 
Research Ethics Committees in the UK.
11/EE/0342 Please quote this number on all correspondence |
Yours sincerely
Dr Frank Wells 
Vice-Chair
Email: susan.davies@eoe.nhs.uk
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments.
This Research Ethics Committee Is an advisory committee to  East of England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees In England
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Copy to: Mr Glenn Moulton
Room 09SE06 
University of Surrey 
Guildford 
Surrey GU27XH
Dr James Hampton-Till
Basildon and Thurrock University Hospital NHS Foundation Trust
Education Centre
Nethermayne
Basildon
Essex SS16 5NL ,
Dr Helen Allan /  Dr Ann Gallagher
Faculty of Health and Medical Sciences
Duke of Kent Building
University of Surrey
Guildford
Surrey GU2 7TE
This Research Ethics Committee is an advisory committee to East o f England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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NRES Committee East of England- Cambridge South 
Attendance at Committee meeting on 22 September 2011
Committee Members:
Name Profession Present Notes
Dr Leslie Gelling (Chair) Reader In Research 
Ethics'
Yes
Mrs Martha Byrne Clinical QA Manager No Apologies given
Dr Katherine Catford Specialist Registrar in 
Paediatrics
Yes
Dr Andrew Clark Consultant In Paediatric 
Allergy
No Apologies given
Dr Ian Dumbelton Retired General Medical 
Practitioner
No Apologies given
Mr Colin Green Drugs & Therapeutics 
Pharmaceutical Advisor
Yes
Mrs Alison Hall Project Manager Yes
Mr Malcolm Lee Retired Teacher Yes
Miss Angela Palmer Retired Patent Litigator Yes
Mrs Nikki Phillimore Antibiotic/infection 
management pharmacist
No Apologies given
Miss Carol Smee Regulatory Advisor No Apologies given
Mr Phil Tempest Compliance Manager No Apologies given
Dr Frank Wells (Vice-Chair) Retired Pharmaceutical 
Physician
Yes
Dr Kate Williams Senior Research 
Associate
No Apologies given
Miss Louise Wilmer Pharmacist Team 
Manager - Cancer 
Services
Yes
Dr Rashid Zaman Consultant Psychiatrist 
and Director of 
Bedfordshire Centre for 
Mental Health Research
No Apologies given
Also in attendance:
Name Position (or reason for attending)
Miss Susan Davies REC Co-ordinator
Written comments received from:
Name Position
Mr Ron Driver Principal Research Fellow
This Research Ethics Committee Is an advisory committee to East of England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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N H S
Health Research Authority
NRES Committee East of England - Cambridge South
Victoria House 
Capital Park 
FullJourn 
Cambridge 
CB21 5XB
Telephone: 01223 597663 
Facsimile: 01223 597645
13 December 2011
Mrs Ruth A Jackson
Deputy Dean, Faculty Health and Social Care. Anglia Ruskin University
Anglia Ruskin University
Bishop Hall Lane
Chelmsford
Essex CM11SQ
Dear Mrs Jackson
Full title of study:
REC reference number; 
Protocol number: 
EudraCT number:
A phenomenological exploration of midwives'
experiences of caring for women during obstetric
emergency in labour
11/EE/0342
N/A
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Appendix 7 
Overview of Meanings
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Involvement
Physical contact can convey “closeness”.
Physical proximity can convey “closeness”.
Caring involves emotional intimacy. Deep emotional bonds are forged 
which can last for many years
Showing emotion by crying with someone can convey “care”. It can 
foster "closeness”.
Connecting with someone’s pain fosters intimacy and closeness. 
Showing emotion is a part of sharing.
The “timing” of the relationship can affect the manner in which that 
relationship develops, i.e. how easy it is to get close.
Caring for women throughout their pregnancy facilitates closeness.
The “timing” of the relationship affects both participants’ ability to 
connect with one another.
Honesty is important.
Being truthful to oneself fosters closeness.
Honesty with respect to personal fears is essential in caring. Failure to 
address fears precludes open “closeness”.
At certain times in the relationship the midwife needs to be 
“professional”.
Getting “involved” is important, but it has to be limited, or it affects the 
support you can give.
The midwife - woman relationship facilitates distance.
Limits and boundaries are personally determined.
The level of involvement expected by the woman can exceed the 
boundary set by the practitioner. This imbalance can be redressed by 
direct interaction.
Limiting involvement can be achieved in a variety of ways.
Distancing from a given situation may occur insidiously.
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Valuing/ Respecting
• Respecting and supporting other’s beliefs/values regardless of your 
own.
• Respecting someone else’s wishes may be difficult personally and 
professionally.
• Partners need to feel respected and valued. Partners hnay be a long 
term source of support.
• Seeing the situation from another’s perspective can be personally 
challenging.
• Distressing incidents may affect caring abilities in the long term, if 
emotional limits are exceeded, opting out may occur.
• Feeling a woman’s profound distress can exceed the boundaries a 
midwife sets. The balance can be redressed by physically removing 
oneself from the situation. Such incidents affect the ability to care.
Coping
Carers seek support at home but are wary of the effect it may have on 
family or friends.
Support needs to be given when the carer perceives it to be important. 
To “unload” carer's must feel safe. Some support mechanisms fail to 
achieve safety.
Supporting parents is a priority - supporting staff is not.
Accessing support is seen as an inability to cope.
Supporters need to have experienced caring.
Colleagues who are personal friends are a source of support.
Lack of support fosters detachment and affects the quality of care. 
Supporting self
Learning to care should start with learning about self.
Care must be individual.
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Learning to Care
Learning to care can be unstructured and distressing. Guidance from 
peers is erratic.
Learning from peers. Developing a personal philosophy.
Facilitating learning is a priority.
Balancing needs of learner verses woman. First experience is pivotal. 
Attributes of the facilitator - promoting psychological safety.
In situ simulation is really helpful
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Appendix 8 
Participant Profile
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Participant Registration
Qualifications
No. years 
post­
registration 
experience
No. of 
Units
participant
has
worked in
Post-registration 
areas of clinicai 
experience
1 Registered Midwife 6 2 Antenatal
Postnatal
Labour
Community
2 Registered Midwife 2 1 Antenatal
Postnatal
Labour
Community
3 Registered Nurse 
Registered Midwife
7 2 Antenatal
Postnatal
Labour
Community
+ Midwifery-Led 
Unit
4 Registered Nurse 
Registered Midwife
23 1 Antenatal
Postnatal
Labour
Community
+ Midwifery-Led 
Unit
5 Registered Nurse 
Registered Midwife 
SCM
21 1 Antenatal
Postnatal
Labour
Community
+ Midwifery-Led 
Unit
297
6 Registered Nurse 
Registered Midwife
35 7 Antenatal
Postnatal
Labour
Community
+ Midwifery-Led 
Unit
7 Registered Midwife 2 1 Antenatal
Postnatal
Labour
8 Registered Midwife 6 months 1 Labour Ward
9 Registered Midwife 
Registered Nurse
4 2 Antenatal
Postnatal
Labour
Community
10 Registered Midwife 
Registered Nurse
26 5 Antenatal
Postnatal
Labour
Community
+ Midwifery-Led 
Unit
11 Registered Midwife 
Registered Nurse
15 3 Antenatal
Postnatal
Labour
Community
+ Midwifery-Led 
Unit
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Appendix 9
Data Collection Interactions
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Overview: Integration of Knowledge, Research and Practice 
Introduction
This paper will describe the impact that doctoral studies have had upon my own 
professional knowledge and values by examining the elements which have 
comprised the doctorate in clinical practice and the influences they have had both 
individually and collectively. This paper is written in the first person as it represents a 
personal account of my journey over the last four years.
The Journey
I began the doctoral programme in January 2009 motivated by the desire to expand 
my knowledge and understanding of research in a way that would be useful to my 
practice. I was a qualified nurse and midwife and had already completed a taught 
master’s programme in midwifery some ten years previously. I worked full time in a 
University but this role had begun to move me away from my clinical roots. However I 
was still actively involved in teaching students at both undergraduate and 
postgraduate level and held a particular interest in the management of high risk 
midwifery practice. Over the previous five years I had been actively involved in the 
delivery of a national programme called Advanced Life Support in Obstetrics (ALSO) 
as well as the development of local and regional interdisciplinary education 
programmes in this area. These programmes and the ALSO course in particular, 
deliver a highly structured and in some cases regimented approach to dealing with 
obstetric emergency. Over the years and following discussion with colleagues I 
developed an increasing curiosity as to the realities of emergencies as they were 
experienced by practitioners in the workplace versus what was taught in continuing 
professional development sessions. It was these two elements of professional 
curiosity and the desire to broaden my research skills which led me to the
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professional doctorate route. The structured nature of the programme was of 
particular importance as I felt it would motivate me to keep on track, and complete on 
time, whilst still fuifiiiing a busy full time role.
The Introduction to Doctoral Studies module enabled me to explore the strength of 
my own professional knowledge base and to understand the complex interaction 
between knowledge, power, professionalism and discourse that occurs at the 
interface of academic and professional practice. I found the module challenging as it 
also raised issues about the bounded nature of my professional knowledge base. 
This was particuiariy evident in the group discussions which we had both in the 
classroom and on U learn. Through this process I came to understand that despite 
many years of inter-professional working my knowledge base was largely 
‘territorialised’ (Baumard, 1999) The notion that my knowledge base had developed 
within such a narrow context and was restricted by the cognitive map that had 
developed over many years came as a surprise, but also helped me to understand 
the barriers this might create in my studies when trying to generate new knowledge. 
It is an uncomfortable feeling to realise that I thought I had a seemingly broad view 
on professional issues but in reality my professional views were highly focused and in 
some cases skewed. This view was further reinforced during the Communities of 
Practice Module where the juxtaposition of professional groupings and academia 
for me created what Haiiiday and Hager (2002) describe as ‘cognitive discomfort ‘ 
There is no doubt that for myself and others much of the knowledge we possessed 
came from learning that occurred after we completed our professional education. 
This tacit knowledge has already been recognised as being of huge significance but 
our ability to access this important resource is often limited and it is rarely 
disseminated beyond our own professional boundaries. I came to understand that the 
territorial and tacit nature of knowledge were two key elements of my own
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professional identity and through this came to understand that if I were to produce 
work at doctoral level I would need to gain a broader understanding of other 
academic disciplines outside of my own sphere of practice .
This notion was further developed in the Leadership in Healthcare Organisations 
module where I had to utilise literature both from the field of psychology and 
management practice. In this assignment I focused on the concept of emotional 
intelligence exploring its origins, the debates around its efficacy and its application in 
contemporary management practice. At the time I found this a stimulating and 
challenging intellectual process but I had difficulty seeing how it would relate to my 
final doctoral thesis. However as it transpired my preconceived notions around what 
my research would discover were wildly inaccurate. Instead of a huge volume of data 
which focused on the development of technical rationale skills my participants 
focused on the management of emotions in the relationships with women in their 
care. It was therefore hugely helpful to have explored this area albeit in the context of 
professional relationships and gave me a broader insight into some of the theoretical 
perspectives on emotional management. The professional discourse in the 
management of obstetric emergency midwifery has been dominated by the debate 
surrounding maximising skills acquisition and more recently around team training and 
interaction I think this module enabled me to challenge that discourse as I have 
started to explore situations from an alternative academic perspective.
Further to this module the Power, Policy and Politics module further expanded my 
perspective by enabling me to question my current practice from a more politicised 
viewpoint. Whilst policy and the subsequent legislation it produces are a part of 
everyday life in the health service it was enlightening to spend time examining the 
outcomes of policy making and the tensions inherent in their implementation. Whilst I 
have been a midwife for over twenty years I had never fully appreciated the raft of 
policy that had been directed at reforming and improving the care women and their
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families receive. Of particular interest were the areas where policy was implemented 
and either failed or in some cases was subverted by the politicians or the clinicians 
themselves. It led me to understand the importance and complexity of one of the 
primary outcomes of the doctorate programme in terms of dissemination of research 
findings. I can now see that unless the professional groups are fully engaged then 
effecting changes to practice either through legislation or in my case research will 
never work. In addition to these broader skills the module also encouraged me to 
engage with a wide range of grey literature and this was also useful in undertaking 
the initial literature scoping for my research project.
The Advanced Research Methods module was useful in refreshing my knowledge 
and skills in research methodology. It introduced me to methods of which I had little 
experience and the assignment also challenged us all to move from our qualitative or 
quantitative comfort zonel Whilst I had undertaken quantitative research in my 
undergraduate award the subsequent research I had done at master’s level had been 
qualitative so my skills in this area needed to be refreshed. This module helped me to 
focus thinking around my research question and shaped the subsequent choices I 
made in terms of methodology. The discussions we had within the group around 
ethical dilemmas were particuiariy useful and provided greater clarity around the 
potential the ethical aspects of my research proposal. The Service Evaluation was 
the final piece of work I completed and helped me to understand the important 
contribution this type of work can make to our knowledge base. I have used this 
knowledge when aiding colleagues to formulate proposals for consideration in the 
clinical setting and together with my new but somewhat rudimentary understanding of 
health economics these are transferable skills which have become invaluable to me 
in my new role at work.
All of the taught elements of the programme have either integrated or contributed to 
the final research thesis. This process has made me develop a critical curiosity which
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now transcends the boundaries of my own professional practice. Whilst I value my 
own community of practice I now understand the strength of critiquing my practice 
though a different iens. However in forming new communities of practice we aiso 
create challenges for our own professional communities but it is through this type of 
cognitive dissonance we wiii move our shared knowledge base forward and improve 
the experiences for both women and the practitioners who work with them.
The professional doctorate has encouraged me to integrate the academic theory that 
currently underpins my professional practice and to view my community of practice 
through a different lens. The programme has challenged my professional identity and 
this challenge has brought with it the realisation that formulating new communities of 
practice does not threaten that identity but gives it strength. I have been surprised by 
the way this programme has widened my view and I think that this has had a 
significant impact on the outcomes of my research study.
Baumard, P. (1999) Tacit Knowledge in Organisations. London: Sage.
Haiiiday, J. and Hager, P. (2002) Context, judgement and learning Educational 
Theory 62, 429-443.
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Is Emotional Intelligence the X factor in transformational leadership?
Introduction
This assignment will utilise York-Barr et al's (2006) model of critical reflection to 
analyse an incident related to leadership within a Faculty in a Higher Education 
institution The model has is based around 4 questions that form the basis of critical 
reflection : What happened ? Why did it happen in this way? What is the significance 
of the event? What are the implications? This model was chosen as it requires the 
user to not only consider the context of the incident on a cursory level but rather to 
approach the reflection with a more critical appraisal of the societal influences in 
which it is situated. This model is therefore useful in my attempt to position emotional 
intelligence and in particular the consideration as to whether it is a new concept or 
simply a reframing of existing personality measures and constructs. This approach 
was triggered when i read the notion proposed by Matthews et al (2004) that 
emotional intelligence is a Zeitgeist, and that it has been socially constructed and 
promoted through the populist literature in an era where our use and dependency on 
management consultancy has become endemic. The use of a critical reflection model 
which can act as a vehicle for this contextual analysis was therefore paramount. This 
model of situated reasoning is particularly important when trying to position emotional 
intelligence beyond the value base and cultural codes of my own organisation and in 
the wider societal context of its inception and evolution. Choo (2009) argues that this 
model enables us to reverse the conceptual binaries of reflective practice discourse 
and promotes a postmodernist view of context as a constructed notion.
The scope of the assignment will be narrowly focused upon the conceptualisation of 
emotional intelligence as a facet of transformational leadership and consider its 
potential significance to the incident described, in focusing this work narrowly on one 
concept I acknowledge that this assignment will not explore in any depth the vast
quantity of iiterature published in leadership styles or indeed the theoreticai and 
practice based literature on transformationai leadership. However in order to achieve 
the level of critical debate required within the word limit it is necessary to take this 
approach.
Organisational behaviour has been a subject of great interest to academics and 
practitioners throughout history. The notion of leadership and the ability of an 
individuai to influence the behaviour of others is possibly one of the most widely 
debated concepts in both academic and populist iiterature (Kerr et al 2006). The 
history of leadership research has been described by Brown & Moshavi (2005) as 
being “characterised by aiternating cycies of excitement and despair” p. 867. 
Leadership appears to be a “dynamic and inexhaustibie phenomenon to which 
muitiple attributes can be ascribed” (Marques, 2007; p.651). In the mid 20^ century 
thinking was dominated by the notion that leadership was an innate quality which 
shaped both the individuai and their personaiity and behaviours. Whiist some of those 
theories stiii endure, their iimitations have been outiined by Hunt (1999) in a wide 
ranging critique of the iiterature in which he conciudes they have iittie reievance in 
heiping us to understand what makes a good ieader. The notion of a cognitive eiite 
has waned in popuiarity and the prospect of leadership as a iearned skiii rather than 
an innate quality has captured the imagination of both academics and the popular 
media.
In the last three decades the leadership debate has been dominated by the 
exploration of the concept of transformationai and charismatic ieadership theories 
and the interaction between ieaders and foliowers (Bass, 1990; Lowe et al 1996). The 
boundaries of our understanding of ieadership are being pushed further as we seek 
to define the elusive “X factor” - the precursor or moderator which produces a 
transformational leader who can influence their team’s behaviour and maximise their
performance .Wang and Huang (2009) propose that transformational leadership has 
three major components : inspirational motivation , intellectual stimulation and 
individualised consideration . in addition both Lowe et ai (1996) and Podsakoff et al 
(1990) both suggested that transformational leadership behaviours are associated 
with higher levels of performance, job satisfaction and involvement in subordinates 
which are viewed as highly desirable outcomes within organisational cultures Hence 
transformational leadership is one of the most widely debated leadership concepts in 
the current literature (Piccolo & Colquitt, 2006; Tejeda et al 2001).
Despite its popularity the early research into transformational leadership focused on 
the individual but largely neglected their impact on the group, and in addition there 
has been iittie focus on why some leaders engage in transformational leadership 
behaviour whilst others don’t. This leads us to consider what the underlying basis of 
this behaviour might be and emotional intelligence has been proposed by some as a 
possible factor in this regard (Tekleab et al, 2008).
Having given a somewhat parsimonious overview of leadership theory and in 
particular transformational leadership i will now outline the leadership related critical 
incident and explore if a critique of the theoretical literature around emotional 
intelligence can generate new insights when related to the practice based situation . 
This reflection will provide a vehicie for me to consider what is this thing called 
emotional intelligence and if it exists can its investigation be viewed as an 
academically credible pursuit? It is important to note at this stage that much of the 
published academic literature on emotional intelligence is centred on the notion of 
credibility being attributed only to something which is scientifically measurable. There 
is not scope within this assignment to debate the evidence around the value of
differing approaches as to what constitutes evaiuation and measurement, and hence 
the scientific paradigm which dominates the literature wiii be utiiised.
What happened: the incident?
The current economic climate has wide reaching and long term implications for the 
pubiic sector. Higher Education Institutions and in particular Faculty’s with a strong 
reliance on public funding face particuiariy challenging times in the next 5 years. This 
incident occurred during a recent restructure of our Facuity which would result in a 
rationalisation and reduction of the number of departments from six to five. Clearly 
our proposal carried some sensitivity as one head of department would have to revert
to their substantive roie and their department would disappear We had agreed
that we wouid convey our proposals in a meeting with the heads and seek their views 
on the new configuration. However the message was deiivered by the senior 
manager when he handed out departmentai staffing lists to the team .One team 
member didn’t receive a iist and was ieft to figure out that this was because his 
department had been dissolved.
I and other members of the team were quite shocked by this approach and the 
apparent iack of senility in handiing the situation. Whiist none of the team had a 
problem with the proposal per se they were disturbed and in some cases angry by 
the way it was communicated. I line manage some of these staff and would have 
appreciated some warning that the announcement was going to be made. I began to 
reflect on what I thought we had agreed in terms of process and how far removed this 
approach was from what I had envisaged. I then began to consider the notion of 
transformationai ieadership qualities as described eariier in this assignment, and in 
particuiar the concept of emotionai inteiiigence as an antecedent to these. I therefore 
intend to explore the concept of El and its potentiai connection to this scenario. If
6
emotional intelligence does exist and it can be scientificaliy vaiidated, could it have 
been usefuiiy applied in this context?
Whv did it happen this wav?
If as suggested by Pirola-Merlo et al (2002) leadership is a process of sociai 
interaction where the leaders ability to manage the behaviour of their team can 
influence the performance outcomes then it wouid seem in this situation leadership 
was sadiy iacking. Taking this argument further Humphrey (2002) and 
Pescosolido(2002) both assert that this is an emotional process whereby a leader 
both influences and manages their team’s emotionai state, and that this emotional 
climate in turn influences performance. There is a strong argument in one section of 
the iiterature that emotionai intelligence is a key determinant in being a socially 
effective leader (Ashkanasy & Tse, 2000; Goal &Hooijberg, 2000; George, 2000). 
Wang & Huang (2009) argue that emotional intelligence and group cohesiveness are 
positively associated with transformationai leadership. Simiiariy Brown & Moshavi 
(2005) propose that a person with high El would understand the social context and 
emotional states of others better and is more iikeiy to choose behaviours which align 
to transformationai leadership.
This presumes that emotional intelligence exists and is a concept which is 
distinguishable from current measures of personality and cognitive inteiiigence. A 
review of the iiterature on emotional intelligence produces an overwhelming volume 
of material ranging from scientific papers to seif heip leadership style texts. However 
it is apparent that there is no consensus on the definition of El and the multitude of 
qualities it covers (Roberts et al, 2001).
Having reviewed the vast quantity of pubiished literature on the topic I have distiiied it 
down to three main approaches to defining and modeiiing El:
• El is a trait i.e. an innate personai quaiity that faciiitates emotional well being 
(Bar-On, 2000)
• El is an acquired competency i.e. individuals can be trained in El to enhance 
their ieadership skilis (Goleman, 1995)
• El is a form of intellectual capability which enables the individual to identify 
emotion, assimiiate emotion into thought, and understand and finaiiy mange 
emotion (Mayer et al, 2003).
Within these definitions there is no real consensus as to whether El is a cognitive 
ability to react to emotional stimuli, a personality attribute such as integrity or an 
ability to adapt to difficuit situations. Each of these definitions has strong advocates 
but equaily there has been substantiai scientific critique of both Goleman (1995) and 
Bar-On’s (2000) models by Matthews et al (2004) which suggest that El may be 
nothing more than a popuiist psychoiogical fad .
Brown & Moshavi, (2005) undertook a review that suggests the research around 
inteilectual capability and its measurement make it the most convincing modei of El. 
However even this modei which has a clear definition has been critiqued on a number 
of leveis inciuding: the exclusion of quaiities commoniy attributed to El by other 
researchers, the definition being based on functions not processes, that it ignores the 
use of contextuai information in processing and judgement, that it assumes that El is 
expressed through declarative knowledge when academic knowiedge may not 
always translate into a behavioural skill. If emotional intelligence is to enhance our
understanding of leadership it must be distinguishable from other measures of 
cognitive abiiity, personaiity traits and leadership. However an anaiysis by Carroli 
(1993) which examined ali the reievant data coliected in the twentieth century found 
no mentai abiiity that was independent of générai inteiiigence. It would seem that our 
inability to agree on a definition of El is problematic and has impinged upon our 
capacity to deveiop robust systems of measurement. Davies et al (1998) reviewed a 
broad range of El measures and found them to lack reliability and divergent vaiidity. 
many of the self report measures used by Goleman(1995) and Bar-On (2000) that 
had satisfactory reiiabiiity in some studies were in fact heavily reliant on personaiity 
factors .This led Becker (2003) to conclude that El is indistinguishable from 
established personaiity traits. In contrast Law et al (2004) argue that there has been 
considerable progress in this regard and through development of the Multifactorial 
Leadership Questionnaire (Bass & Avolio, 1990). However even studies which have 
utiiised the applied ability modei have produced mixed resuits ( Weinberger, 2002 ; 
Rosete & Ciarrochi, 2005) In summary it would seem that emotional intelligence is a 
scientificaiiy immature concept which could in time develop into a theoretically 
meaningful, empirically important and appiicable concept. However on the balance of 
evidence it may be useful to consider how can one of the more scientificaiiy robust 
frameworks the appiied capabiiity modei be applied to the scenario described.
If the leader in the scenario had a well developed ability in El this could have been 
applied usefuiiy to the chalienge of managing the complex restructuring which 
involved the loss of one team member from the senior management team and the 
requirement for the remaining team to reconfigure and increase their workload. I am 
therefore Mayer & Salovey’s (1997) model as a framework to analyse the scenario 
within the criticai reflection framework:
1. Identify emotions : the ability to recognise how you and those around you are 
feeling
In this situation there was no recognition or acknowiedgment on the part of 
the ieader that this restructure was causing anxiety amongst the team and 
more worryingly that handing out lists with one department missing would 
evoke any feelings or emotions amongst the team. Rather this was viewed as 
a declaration of the facts
2. Using emotions to facilitate thought : the abiiity to generate an emotion and 
then reason with it
In this situation there appeared to be no generation of emotion from the leader 
or it was so successfuiiy managed as to appear non existent .He did not seek 
to generate any emotion within the team which may have positiveiy influenced 
their views of the proposals
3. Understanding emotions
The emotions generated by this incident both in the individuai whose 
department was disbanded and amongst other team members was 
considerable. Sadly they raised concerns and wanted debate not about the 
proposed structure but about the process of its proposai and implementation. 
Many expressed their concern around the apparent dismissal of the impact of 
these changes on both themseives as a group and their subsequent ability to 
seii this to their teams
4. Managing emotions
Whiist emotionai self management would appear to have been achieved on 
the part of the leader it conflicted with the emotions in the team. The reaction 
to the distress this generated in the team was not acknowiedged and I made
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the decision to apologise on the ieaders behaif for the way in which the 
situation had been handied The opportunity to influence the emotions of the 
team in a positive manner was lost -  engendering enthusiasm for such a 
significant change was in my opinion critical to its successful implementation
What is the significance of the event?
The impact of this incident perhaps supports the view that El can foster group 
solidarity and morale and that the emotional climate can influence a team’s 
performance (Humphrey, 2002). In the short term team members had already 
expressed anxiety about deaiing with a potentiai restructure and this incident 
tempered their enthusiasm for the change. They acknowiedged the change was 
required but feit greater consultation and discussion would have been desirable. I felt 
it gave a message that we did not value their input and I was very uncomfortable with 
the process. These changes have been accepted by the team but the impiementation 
process has been slower than expected and their motivation and enthusiasm for 
change has been tempered by this experience. Ashkanasy et ai (2002) suggest that 
being sensitive to follower’s feelings and emotions and showing empathy towards 
them increases their desire to remain part of the group. Group cohesiveness and a 
group vision wiii mean the group strives harder to achieve their goals (Shamir et ai, 
1993). Aii of these are highly desirable behaviours which promote an effective 
organisational culture.
What are the implications?
Goieman (1998) ciaimed that “outstanding leader’s emotional competencies make up 
85 to 90% of the competencies cruciai for success” p. 187.
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Whilst there is a clear evidence base between an individuais abiiity to generate and 
manage emotions and their ieadership (Bass, 2002), is there sufficient evidence to 
suggest that ieaders who lack El have to rely on luck to maintain the appearance that 
they are effective? (Goleman et al, 2001). Jordan et al (2006) conclude that there is 
an emerging evidence base that whilst El can have positive effects the extravagant 
ciaims of its importance made by some authors in the management literature are 
poorly substantiated (Goleman, 1995; Goleman , 1988 ; Druskatt &Wolff, 2001 ) .  The 
way forward is to pursue research which utiiises modeis of El which are less 
contaminated by personality constructs such as Mayer and Salovey(1997). I 
acknowledge that El is a compiex construct and that this assignment has expiored 
oniy a smali part of its potential contribution to ieadership theory. Issues surrounding 
the measurement of El have been alluded to and are critical to future scientific 
enquiry. However whilst acknowledging these iimitations it has proved to be a useful 
vehicle to analyse leadership from a perspective which is new to me. The chalienge 
of leadership is in many respects a personai one - being a good ieader invoives 
recognizing managing and directing ones own need for personal development ( 
Boyatzis &McKee, 2006). This assignment has enabled me to examine an issue 
through a different iens aibeit that the iens has a disputed theoretical basis (Matthews 
et ai, 2004). Perhaps if the senior team I work in considered the principies described 
by Mayer and Saiovey (1997) when introducing a major change we may find the team 
easier to engage and our imperatives more easiiy met. The difficuity wiii be 
persuading some others in my team that El is not just a commerciaiiy driven 
leadership fad but an emerging concept with a smail but growing evidence base to 
support some of its more modest claims. Whiist the academic debate around 
emotionai inteiiigence wiii continue perhaps more importantly for me this assignment 
has sparked an interest in the role that emotions and perceptions of emotions have in 
organisationai culture and how we can use this awareness more effectively to lead 
teams and promote group cohesiveness during the challenging period ahead.
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SERVICE EVALUATION
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EVALUATION OF THE IMPACT OF AN INTERDISCIPLINARY TRAINING 
PROGRAMME ON THE MANAGEMENT OF SHOULDER DYSTOCIA BY 
OBSTETRICIANS AND MIDWIVES
Introduction
Obstetric emergencies can occur in any iabour and birth, and can have potentially 
catastrophic effects on the mother baby and famiiy .Deficiencies in the management 
of such emergencies can result in maternai and neonatal mortality, and long term 
morbidity. Several Confidential Enquiries into Maternity and Child Health (2004 ;
2007) have cited exampies of the poor management of shoulder dystocia, breech 
birth and cardiotocograph interpretation. Unfortunately the NHS has also seen a huge 
rise in litigation claims in the area of obstetrics and gynaecology (Black & 
Brocklehurst, 2003), which are estimated to account for over 50 percent of the annual 
400 million pound NHS litigation biil (Fenn et al, 2000).
In response to these challenges a number of national bodies inciuding the Royai 
College of Obstetricians, the Royal College of Midwives and the Ciinicai Negligence 
Scheme for Trusts ali recommended the use of a fire driil approach to obstetric 
emergency training for both midwives and obstetricians. One iocai NHS Trust has 
adopted this approach and impiemented training for both professional groups as part 
of their yeariy statutory update. Unfortunately this training has not embraced the 
interdisciplinary approach suggested in the literature (Black & Brocklehurst, 2003; 
Crofts et al, 2007) but has focused on skills acquisition in uni-professional groups.
This assignment wiii therefore outline a proposed programme and an associated 
evaiuation, which focuses upon the acquisition of skiiis and knowiedge in the
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management of shoulder dystocia through an interdisciplinary training programme. 
The purpose of this evaiuation is to determine whether this type of training will 
improve skiiis, knowledge, and range of neonatal and maternal outcome measures 
which are outlined iater in this paper.
Shoulder dystocia is a potentially fatal obstetric emergency and occurs when 
following delivery of the head the fetal shoulders become impacted on the maternal 
bony pelvis (Baxley, 2004). Shoulder dystocia is said to occur when gentle downward 
traction on the anterior shoulder does not result in delivery of the shoulders and 
further manoeuvres by the birth attendant are required to facilitate the birth. The 
incidence of shoulder dystocia is cited as anything between 0.6 -  9 % of births with 
the higher rates being seen in foetuses weighing over 4000 g (Baxley, 2004). There 
are a number of risk factors for shoulder dystocia inciuding obesity, diabetes and 
muitiparity (Keller, 1991). A recent study by Crowther (2005) demonstrated that good 
giycaemic control in women with gestational diabetes reduces perinatal morbidity 
inciuding the risk of shoulder dystocia. Whilst these risk factors are important there 
are still a number of women who experience unheralded shoulder dystocia with no 
discernable antenatal or intrapartum risk factors .Given the rise in maternal obesity 
and the associated risks of gestational diabetes, and the women who experience 
unheralded shoulder dystocia it is therefore extremely important that practitioners are 
skilled in the management of shoulder dystocia, and can instigate appropriate 
management as soon as it occurs (Athukorala et ai, 2009).
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Shoulder dystocia is managed through the performance of a series of sequential 
manoeuvres starting with the simple movement of the mother and if unsuccessful 
culminating in more complex manipulation of the foetus (American College of 
Obstetrics and Gynaecology, 2000). The immediate outcomes of shoulder dystocia 
for the foetus can include asphyxia and meconium aspiration to longer term problems 
associated with brachial plexus injuries and fractures of the clavicle and humerus. For 
the mother outcomes can include soft tissue injury including uterine rupture, third 
degree lacerations of the perineum, post partum haemorrhage as well as a range of 
psychological outcomes including post traumatic stress disorder and post natal 
depression (Coates, 2004). The impact of these co morbidities on both the mother 
and her baby can be devastating and effective swift management at the point of 
diagnosis is the key to improving the outcomes. However, diagnosis can only be 
made at the point where impaction occurs and then urgent and skilled management 
is required to reduce the likelihood of negative outcomes (Cunningham et al 2005).
Black and Brocklehurst (2003) undertook a systematic review of training in obstetric 
emergencies and found that few training programmes had been described or 
evaluated and proposed that research was urgently required into the development, 
implementation and evaluation of these programmes. There have been a number of 
subsequent studies which have sought to evaluate either the impact on clinician’s 
skills and knowledge or the outcomes for mothers and babies. Crofts et al (2007) 
undertook a randomised control trial to look at the impact of training location and 
teamwork on the knowledge of management of obstetric emergencies. However 
whilst the study demonstrated a significant increase in knowledge following 
multidisciplinary training it did not attempt to measure any improvement in practice 
based skills. Further studies by Robertson et al (2009) and Blum et al (2008) 
examined the impact of a simulation based team training programme on knowledge , 
and in addition competence in managing obstetric emergencies. These studies
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demonstrated a significant improvement in the competence but not the knowledge 
base of the participants but once again highlighted that multidisciplinary training is 
more effective. A further study by Draycott at al (2006) tried to determine the impact 
of obstetric emergency training on a series neonatal outcome measures and 
demonstrated a significant reduction in low Apgar Scores at 5 minutes and Hypoxic 
Ischaemic Encephalopathy. This is the only study which demonstrates that an 
educational intervention in obstetrics is associated with an improved perinatal 
outcome. Ideally a robust evaluation of any training programme should be able to 
demonstrate not only changes in knowledge skills and attitudes but also an 
improvement in neonatal or maternal outcome. With the exception of the study by 
Draycott (2006) there have been no further published studies which have addressed 
this issue.
.It is claimed by Hutchinson (1999: 1267) that there is a ‘reluctance of the professions 
to value research into the effectiveness of educational interventions’. Moreover these 
interventions are extremely complex with a multitude of factors which impact the 
effectiveness of the intervention. In order to address these factors in a systematic 
manner a framework is required to structure the evaluation .Training can be seen as 
the systematic acquisition of knowledge, skills and attitudes which leads to improved 
performance in a particular area .Kirkpatrick (2005) describes four levels of 
evaluation in determining the effect of training programmes : Level 1 Reaction 
(satisfaction ) ; Level 2 Learning ( knowledge and skills acquisition) ; Level 3 
Behaviour ( patient care ) and Level 4 Results ( patient outcomes ). This model 
provides a clear framework to evaluate the impact of a multidisciplinary training 
programme in the management of shoulder dystocia and will facilitate a more 
rigorous evaluation which examines knowledge, skills and outcomes rather than 
looking at a single domain.
20
study Design
Aims
This study will
• Develop a multidisciplinary training programme for mid wives and obstetricians 
on the management of shoulder dystocia to replace the existing uni­
professional programme
• Determine the effectiveness of the programme utilising Kirkpatrick’s (2005) 
four levels of evaluation
• Estimate the cost effectiveness of this model vs. the current method of 
training (status quo)
Questions
Does the implementation of a multidisciplinary training programme on the 
management of shoulder dystocia have an impact on:
• Reaction(Kirkpatrick level 1) -  participants satisfaction following training
• Learning(Kirkpatrick level 2) -  participants knowledge and skills following 
training and is this sustained in a 12 month period
• Behaviour(Kirkpatrick level 3) -  participants use of the skills learnt in 
simulation in application to patient care
• Results(Kirkpatrick level 4) -  neonatal and maternal outcomes
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Methodology
This study will use a quantitative experimental approach which seeks to determine if 
a specific intervention will influence an outcome and therefore addresses the 
questions posed (Creswell, 2009). There are two main types of experimental 
research randomised controlled trials (RCTs) and quasi -  experiments. An RCT 
would be an inappropriate design as it requires three main characteristics to be in 
place including manipulation of the independent variable, a control group and finally 
randomisation (Moule and Goodman, 2009). It would impossible to randomise the 
participants into two cohorts as when dealing with an obstetric emergency there is 
every possibility that the teams involved in a particular case would be drawn from 
both groups, and it would therefore be impossible to undertake any meaningful 
analysis of clinical outcome measures. The methodology used will therefore be a 
quasi -experimental design (Burns and Grove, 2007) utilising a pre and post test 
design as described by Keppel (1991). In addition the evaluation will be structured 
using Kirkpatrick’s (2005) model as outlined above.
Setting
The setting for this study will be conducted one District General Hospital in a 
combined Consultant / Midwifery Led Unit conducting approximately 3500 births per 
year. The unit has approximately 24 medical staff in the obstetric team and 32 
midwives working In the eight bedded labour ward. In the previous year there have 
been 56 cases of shoulder dystocia.
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Participants
The participants will be a purposive sample of the 32 mid wives and 24 obstetric staff 
including senior house officers, specialist registrars and consultants working in the 
labour ward. This technique is used as it would not be practical or feasible to use a 
probalistic sampling technique in this service evaluation as the cross contamination 
between groups would be too high. In addition as previously outlined the team 
dealing with any given woman would be highly likely to be drawn from both arms of a 
randomised sample. Purposive sampling can give different but valid perspectives . 
Staff on rotational posts will be excluded from the study if they are unable to complete 
the studies required elements prior to leaving the area. Clearly taking this approach 
means the results of this evaluation would not be generalisable to other practice 
settings as there is no evidence to suggest this sample is representative of the 
wider population of obstetricians or midwives (Cresswell, 2007).
Participants will be given information about the new training proposal, which is 
replacing the previous system of uni -  professional training. All staff are required to 
complete mandatory training in shoulder dystocia management and this new 
programme fulfils those requirements. All participants would be given the 
requirements of the study which include :
1. pre intervention 20 item Multiple Choice Questionnaire MCQ)
2. pre intervention 15 minute Observed Structured Competency Assessment 
(OSCE)
3. attendance at a half day interdisciplinary workshop
4. post intervention 20 item Multiple Choice Questionnaire ( MCQ)
5. post intervention 15 minute Observed Structured Competency Assessment 
(OSCE).
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6. Repetition of steps 4 and 5 at 6 and 12 months following the workshop
Participants will be issued with their individual scores following the assessments and 
these can then be utilised by them as part of their Individual Performance Review as 
is the case with results form the uni -  professional training programme . In the current 
programme any candidate who demonstrates poor or unsafe practice is 
automatically referred to either their supervisor of midwives or if they are a medic to 
the senior consultant in order that appropriate support and supervision can be given. 
Staff are familiar with this mechanism of referral and so it will also be applied to the 
new training programme.
This intervention represents a variation on the current training programme by the 
introduction of a multidisciplinary element and a subsequent audit of practice and it is 
therefore unlikely to require ethical approval. However advice will be sought from the 
chair of local ethics committee prior to commencement of the programme.
Process and Data Collection
Staff in the sample group will be divided into 4 groups of 12 participants comprising 8 
midwives and 6 obstetricians. This group size optimises the use of simulation 
mannequins enabling hands on practice by all participants during the half day 
workshop and gives the optimum interprofessional mix within the sample. In addition 
it would not be feasible to remove a larger group from the practice setting without 
compromising staffing levels on the labour ward.
All sessions in the programme will be facilitated by the University staff who normally 
facilitate the uni -  professional training. These trainers are all Advanced Life Support
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in Obstetrics Instructors. Staff will be asked to complete an MCQ of 20 multiple 
choice questions related to the aetiology and management of shoulder dystocia prior 
to commencement of the programme and in addition pairs of staff will be required to 
complete a scenario based OSCE lasting approximately 15 minutes . The MCQs are 
randomly generated from a bank of 150 questions on shoulder dystocia which have 
been piloted and validated for level 3 undergraduate programmes within the 
University over the preceding 3 years, they will be marked using an optical reader. 
The OSCEs will facilitated by the training team and each station will be manned by 
two trainers, one will run the scenario using a standard set of guidelines, and the 
second will score the candidates using the Advanced Life Support in Obstetrics 
algorithm and mnemonic. Each candidate will in turn take on the role of the 
accoucher and the assistant.
Staff will then attend a half day morning workshop on shoulder dystocia which will be 
delivered by the training team using a standard set of power point slides and lecture 
notes. The theoretical input will be followed by simulation workshops in which the 
manoeuvres are demonstrated to the group and practiced by candidates on an 
individual basis on the mannequins. Individual practice is required to ensure each 
candidate is able to practice all elements of the mnemonic. Finally candidates will be 
facilitated in groups using a practice based scenario with each group member rotating 
through the roles required in a team to facilitate the delivery of a shoulder dystocia. It 
is this interdisciplinary element which is the new feature of this programme.
Following this educational intervention candidates will complete a course evaluation 
which will mirror the standard evaluation forms used on all University modules. This 
evaluation seeks feedback across a number of domains including the course 
organisation, materials, content, facilitation, attainment of course outcomes and their
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level of satisfaction. The evaluation is scored on a Likert scale and has been refined 
a validated by the University over a number of years. This measures the participants 
satisfaction with the programme and fulfils the requirements of Kirkpatrick’s model at 
level 1
Staff will then complete another MCQ of 20 randomly generated questions and the 
OSCE using exactly the same format as the pre test. This randomised MCQ and the 
OSCE will then be repeated at 6 and 12 months post intervention to elicit if any 
change in behaviour has occurred and to determine if it is sustained. This fulfils the 
requirements of Kirkpatrick’s evaluation at level 2 in that it measures both the 
knowledge and skills of candidates and this can be used as a comparator with the pre 
intervention levels.
In addition it is necessary to evaluate if the training has had an impact upon 
behaviour i.e. has the care given to women in practice changed through this 
intervention and are the skills and knowledge acquired through interprofessional 
learning being applied in practice This can be achieved through an evaluation of the 
notes of women who have experienced a shoulder dystocia both in the 12 months 
preceding the intervention and the 12 months following the intervention. Women who 
experience a shoulder dystocia are recorded on the Trust’s Risk Management Alert 
System and so can be easily identified and their delivery notes audited. The audit 
would utilise the ALSO algorithm and mnemonic checklist to identify if these best 
practice guidelines were being followed in the 12 months preceding the intervention 
and comparing this to cases in the 12 months following the intervention. This 
evaluation fulfils the requirements in Kirkpatrick’s third level.
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Finally this study will seek to examine the impact of training on outcome measures 
related to maternal and neonatal well being. These outcome measures have been 
determined in two ways. Firstly they are measures which are readily available in the 
notes as they are endpoints that are already measured. This is important because the 
analysis of notes in the 12 months preceding the intervention is retrospective and 
only data which is routinely collected will be available. Clearly there is a potential flaw 
in this approach as it may mean the outcome measures selected through 
convenience are not those which have been validated as the most sensitive through 
RCTs. This evaluation will therefore utilise some of the outcomes measures validated 
by Athukora et al (2009) in their Cochrane review of Intrapartum interventions for 
preventing shoulder dystocia. These outcome measures can be extracted from the 
maternal notes of those women identified as having experienced shoulder dystocia 
and include
Delivery:
• Head -  body delivery interval 
Fetal outcomes:
• Apgar Score ( less than seven at 5 minutes )
• Cord pH
• Presence of meconium aspiration
• Birth injuries specifically brachial plexus injuries , humeral and clavicular 
fractures
• Perinatal death
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Maternal Outcomes:
• Post partum haemorrhage
• Uterine rupture
• Grading and Severity of cervical and vaginal trauma
• Trauma related to manoeuvres including symphysiotomy and sacroiliac
dislocation
Health Services:
• Admission to neonatal unit
• Length of maternal stay
• Length of neonatal stay
Whilst these measures will give an indication of the impact of the intervention on the 
physiological and service delivery aspects of care, they fail to address the short and 
long term psychological impact of this potentially traumatic event on both the mother 
and her partner. In addition long term morbidities in mother and baby will not be 
measured. Indeed this is one of the criticisms of service evaluation in that it is reliant 
upon the retrospective analysis of data that will rarely give an unambiguous answer 
to a definitive question (James, 2006). This aspect of evaluation is the most difficult 
as in obstetric emergencies as there are so many complex and confounding variables 
which influence the clinical outcomes described and it may be difficult to ascribe 
them to the educational intervention alone .
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Economie Evaluation
Clearly some of the outcome measures described above will have a complex and 
potentially long term impact on the physical and psychological health and well being 
of both mother, baby and potentially other family members. It would be difficult to 
evaluate these within the remit of this small localised study however the current QIPP 
plans require us to examine all interventions and encounters in a more systematic 
manner. 0  Brien et al (1994) describe cost effectiveness analysis as comparing the 
costs and effects of one treatment to a relevant alternative.
It may therefore be possible to utilise the health services outcome measures to affect 
a crude analysis of this intervention.
The intervention can be costed using the Universities economic costing tool which is 
based on FEC (Full Economic Costing). This will cost the physical and human 
resources required to deliver the original training programme and the new 
intervention. In addition the cost of the time of participants in the old and new 
programme can be calculated giving a total cost to the organisation for the 
intervention vs. the status quo.
It would then be possible to look at the average length of stay for mother and baby 
pre and post intervention and using patient level information and costing systems 
calculate the cost per patient per day pre and post intervention. It must be 
acknowledged that this calculation excludes a number of other costs related to the 
impact of shoulder dystocia e.g. brachial plexus injury , psychological sequelae and 
so represents only a simple estimation of the intervention’s cost effectiveness . 
However by determining the cost of the intervention vs. the status quo and comparing
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this to the pre and post intervention of length of stay with associated costs it will be 
possible to estimate cost effectiveness albeit at the level of only two outcome 
measures. This will give another set of data that can be utilised when determining if 
the intervention is adopted.
Conclusions
This proposal has outlined a new educational intervention designed to improve the 
management and subsequent outcomes for women and their babies experiencing 
shoulder dystocia. Educational intervention is designed to introduce and implement 
change (Wilkes and Bligh, 1999), but such changes require careful evaluation and 
refinement. The literature in this area reveals a paucity of evidence around the 
effectiveness of educational interventions in obstetric emergencies and in particular 
studies examining patient outcomes. Whilst this proposal does not have the rigour 
that would be required for academic research it serves an important purpose in 
helping service managers evaluate an intervention on a number of levels and can 
serve as a useful adjunct to other forms of published evidence . What is clear is that 
over the forthcoming years the NHS will be required to examine and evidence the 
effectiveness of all interventions including the education of staff. Kirkpatrick’s model 
provides a framework for this evaluation and can help educators and clinicians think 
critically about the programmes they design and implement to maximise the benefits 
for the clients in their care.
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POWER , POLITICS AND POLICY
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LEGISLATING FOR BIRTH
Introduction
In 2008 the United Kingdom saw its greatest population increase for the past fifty 
years. This rise was driven, in part, by an increase of 33000 births over the number 
live births in the preceding year (Jones, 2009). The number of deliveries occurring in 
NHS hospitals increased by 3.3 percent (The Health and Social Care Information 
Centre, 2009), and the provision of maternity care is yet again on the UK policy 
agenda.
Successive UK governments have been legislating on maternity care for five 
decades, and during this period the home birth rate declined from 46% in 1946 to an 
all time low of 1% in 1980(Savage,2009). The past fifteen years in particular, have 
seen a series of policy initiatives designed to transform the provision of maternity 
services in the UK. Maternity Matters (Department of Health, 2007) is the most recent 
addition to a long list of policy reforms, confidential enquiries and national guidelines 
designed to improve the quality of care offered to women and their families during 
pregnancy, birth, and the postnatal period. The relative impact of these initiatives, on 
women’s ability to exercise choice and control over their place and mode of birth is 
debatable.
This assignment will review the current implementation of Maternity Matters 
(Department of Health, 2007), and consider the likelihood that it will achieve its cited 
objectives .The review will be undertaken utilising a published policy analysis tool, to 
elucidate the global, political and strategic influences on policy formation and the key 
stakeholders influencing maternity policy. The paper will utilise published research to
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inform the analysis of both the policy making process, and the content of the policy 
itself. Finally the potential for successful implementation, and the subsequent impact 
on service provision will be explored.
Maternity Matters (Department of Health, 2007) is an evidence based policy 
document which seeks to transform the way women, and their families’ access and 
experience maternity care. The policy’s key messages centre on promoting 
excellence and choice in maternity care. The document describes four national 
choice guarantees, which it asserts will be available to all women by the end of 2009.
“The national choice guarantees are:
1. Choice of how to access maternity care
2. Choice of type of antenatal care
3. Choice of place of birth - Depending on their circumstances women and 
their partners will be able to choose between three different options.
These are :
• A home birth
• Birth in a local facility, including a hospital,under the care of a 
midwife
• Birth in a hospital supported by a local maternity care team 
including midwives, anaesthetists and consultant obstetricians. For 
some women this will be the safest option
4. Choice of place of postnatal care”
(Department of Health, 2007:5)
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The policy acknowledges a number challenges facing the future provision of 
maternity care including poor outcomes for vulnerable and disadvantaged families, 
demographic and lifestyle changes, and the impact of the Working Time Directive on 
doctor’s hours.
Whilst the policy covers all aspects of maternity provision from preconception care 
through to the end of the postnatal period, this assignment will focus primarily on the 
element of the initiative related to intra-partum care. The rationale for this focus 
relates to the authors specific interest in clinical decision making during intra-partum 
care, and it is anticipated that the location of labour and birth will be an important 
factor in clinician’s experiences elicited in the research. Maternity Matters 
(Department of Health, 2007) sets out a number of key elements that both the 
commissioners and providers of care will want to have in place in order to achieve the 
intra-partum objectives. The intra-partum elements outlined in Appendix 1 represent 
the blueprint for a high quality, woman centred service, where women can ostensibly 
exercise choice and control over their birth environment and experience. In addition 
Appendix 2 illustrates the proposed maternity pathway which is consistent with the 
choice guarantees. The policy outlines in detail the four main mechanisms which will 
facilitate the achievement of the choice guarantees, these include:
1. Further develop local commissioning frameworks requiring partners to
• Utilise the Commissioning Framework for Health and Well-being 
(Department of Health , 2007b)
• Undertake a Strategic Needs Assessment
• Focus on reorganisation to design services that meet the needs of 
women and their families
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• Plan services in partnership with local authorities including the 
potential use of payment by results.
2. Develop tariffs for commissioning high quality and innovative services utilising 
the emerging payment by results framework.
3. Provide high quality and safe services .
4. Develop a skilled workforce including increasing capacity, developing an 
appropriate skill mix, ensuring safe staffing levels and staff development 
activity.
The policy also gives details of a comprehensive monitoring framework that will be 
utilised to performance manage the implementation and achievement of the choice 
guarantees. This framework utilises the Department of Health’s (DH) Public Service 
Agreement targets (Department of Health, 2004a; HM Treasury, 2004) some of which 
focus on infant mortality and others on areas which seem at best to be loosely 
aligned to maternity provision.
Whilst the focus of the policy was generally well received ,it was met with a degree of 
scepticism by a number of key stakeholders including the National Childbirth Trust 
who in the preceding year had launched a campaign to halt the closure of local 
birthing facilities (National Childbirth Trust, 2006). In addition the Royal College of 
Midwives raised concerns about the number of qualified midwives that would be 
required to deliver on the pledges within the specified timescale (Royal College of 
Midwives, 2007). The Royal College of Obstetricians and Gynaecologists (RCOG)
(2007) asserted their view on the plans to offer choice on the place of birth, when 
they included the following statement in a position paper on skill mix in labour wards
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“The RCOG believes that midwives need to be supported in order for them to deliver 
a safe and effective service. It is also important to recognise that hospital births are 
still the safest option for most women and these women need the care of a maternity 
team who are trained to work together and who will include midwives, obstetricians, 
paediatricians and anaesthetists”
(RCOG, 2007: 1)
It is clear from examining the immediate reaction to one policy that there is a complex 
interplay between the key stakeholders involved in maternity care , and that the 
power struggle over who controls birth is played out through both policy development 
and implementation. It is also apparent that the implementation of this policy has the 
potential to radically change the way that practitioners work with women and 
consequently the way that women experience birth.
Defining Poiicy
In order to critically appraise this policy and understand the drivers and resistors to its 
potential implementation it is necessary to undertake an analysis utilising a published 
tool or framework.
Firstly it may be useful to define what policy is. Ham (2004:113) cites the work of 
Easton (1953) who describes political activity as “The authoritative allocation of 
values within society". He subsequently defines policy as consisting of “...a web of 
decisions and actions ... that allocate values” Easton (1953 cited in Ham 2004:113). 
This definition suggests that policy is a dynamic concept usually encompassing 
multiple decisions which are enacted through key players who may not necessarily 
implement the original policy in the way that was intended. Giacomini et al ((2004) 
further develop this idea and explore the concept of values as the frameworks on
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which health policy is developed. However defining what precisely is meant by values 
is yet another challenge. Values may be seen as ethical principles such as equality of 
access to maternity care, or preferences, or collective beliefs or individual 
convictions. Their research revealed different ontological assumptions about the 
nature of values that ranged from physical entities such as the health care systems; 
principles such as equity, efficiency and rights and finally attitudes and feelings such 
as compassion. Other researchers (Daniels, 1994; Smith, 1994) have supported this 
notion of values as diverse and complex. Values may also be seen as drivers for 
health policy and policy change and are frequently embedded in the rhetoric of policy 
documentation where they are expressed as goals or considerations. Russell et al
(2008) suggest that health policy is based on the dominant discourse of evidence 
based medicine and propose that policy making has traditionally been thought to 
reflect the notion that such hierarchies of evidence are objective and context free.
However it is clear that policy is about more than just getting evidence into practice -  
the literature contains numerous examples of evidence that has taken many years to 
find its way into policy e.g. the research into safety of homebirth . Modernism is seen 
by some as the dominant discourse in UK policy making in other words good practice 
is achieved by appraising the evidence, selecting what works, implementing it in an 
efficient and cost effective manner and evaluating its impact in terms of key 
performance indicators. However there are counter arguments which perhaps 
elucidate the true nature of policy and begin to explain the difficulties such a 
rationalist approach creates both through formulation but more importantly in the 
implementation stage.. There are several researchers who have looked at policy 
making through a more qualitative and ethnographic lens some examples of these 
approaches are outlined below
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Policy making as iteration -  dialogical model (Weiss,1977 cited in Russeli et 
al 2008: 42))
Policy making as becoming -  immanent modei (Derrida 1978 cited in Russell 
et al 2008:42))
Policy making as coiiective understanding -  communities of practice 
modei(Gabbay et ai 2003)
Poiicy making as social construction -  Knowledge into action model 
(Dopson&Fitzgerald 2005).
Whilst such definitions seek to understand the components of poiicy and open up a 
wider discourse around the meaning of policy documents there are other more 
functional definitions. Stone (1997:6) describes poiicy as" ongoing strategies for 
structuring relationships and coordinating behaviour to achieve coiiective purposes 
... ways of exerting power, of getting people to do things they otherwise might not do” 
. Whilst Buse et al (2005:5) describe it simpiy as “decisions taken by those with 
responsibility for a given poiicy area”. Whilst both of these definitions are heipful they 
perhaps oversimplify the complex process of policy identification, formuiation and 
implementation. What is certain is that poiicy formulation is not simpiy the production 
of strategy but about how it is implemented by the health care professionals and the 
wider community who are the subject of the poiicy change (Green & Thorogood, 
1998).
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Policy Analysis
Wait et al (2008:308) describe poiicy anaiysis as “a multidiscipiinary approach to 
public poiicy that aims to expiain the interaction between institutions, interests and 
players in the poiicy process” Hughes (2005:331 )further support this view and 
describes policy analysis as something which aims to elucidate” how poiicy decisions 
are made, who makes them, who influences them, whose advice is taken, how 
agendas get set and what power structures are working both formal and informal”. 
Similarly Nutley and Webb(2000) describe it as considering how policy issues are 
defined , agendas are se t, policy developed , decisions made and finaliy how the 
policy is implemented Policy analysis can be retrospective in order to understand 
how poiicies were formulated and potentially implemented or prospective to pian for 
future development and implementation ( Walt et al 2008). In order to construct this 
analysis a wide range of tools were reviewed in the policy analysis literature (Bossert 
, 1998 : Brewer & deLeon, 1983 ; Hewison, 2007 ; Musick , 1998 ; Reich & Cooper, 
1996 : Sabatier, 2007 ; Varvasovszky & Brugha, 2000 ). Some of these tools are 
generic in their approach or have a linear structure, whilst others have a discipline 
bias and therefore were considered inappropriate for this assignment. The tool that 
will be utilised is the Health Policy Triangle (Buse et al, 2005).This framework centres 
around the content, process and context of policy formulation and considers the 
actors who are pivotal to its inception and implementation.
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Context
Actors:
Ind iv idua ls
Groups
O rganisations
Content Process
Source: Walt &Gibson (1994, cited in Buse et al 2005:8)
In addition the principles of stakeholder analysis described by Brugha and 
Varvasovszky (2000) will guide the review of key actors in the policy process.
Element of this framework are also mirrored by Harrison ( 2001) who proposes that 
policy is a process as opposed to an output and that any actions take place within a 
complex context. In addition Hudson and Lowe (2004) identify key themes in policy 
analysis which they suggest mean it should be conducted on three levels:
• Macro level - global events and policy
• Meso level -  practice of policy making and the actors involved in designing 
and implementing it
• Micro level -  the relationships between providers and consumers of care both 
collectively and individually.
Musick (1998) further reinforces this notion and outlines policy analysis as concerned 
with both the content of and the process by which it was implemented and that it is 
the critical examination of the process that is the most important element of any 
analysis. It is only by analysis of the process that a clear understanding of the nature
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of a policy can be elucidated. In addition Ziegler (2006) explicates that policy analysis 
falls into three models
• Rationalist - technical exercise dominated by the empirical medical model 
i.e. which interventions are best
• Politicist -  examines who is best served by the policy
• Interpretivist - asks why a policy has been formulated
•
The assignment will now analyse the policy utilising the analysis triangle 
Context of the Policy Process
It may now be useful to consider the context in which Maternity Matters was 
developed starting with the situational factors
As previously outlined maternity care has been a permanent feature of the policy 
agenda for successive governments and it is useful to consider how both the global 
and national policies that preceded the publication of Maternity Matters.
Global policy on maternity care has been mediated through a series of initiatives 
including the WHO Safe Motherhood Initiative and the UN Millennium Development 
Goals (Berer ,2007)Reducing maternal mortality and improving maternal health are 
key tenants of both these worldwide initiatives and influence policy formulation both in 
the UK and overseas. Whilst there has been a 5.4% decline in maternal mortality 
ratios from 430 to 400 per 100000 live births between 1990 to 2005 still more than 
536,000 women died worldwide in childbirth in 2005 ( Berer, 2007). Between 2003 - 
2005 the UK had a maternal mortality rate of 14 per 100000 live maternities with 295
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women dying from causes directly related to, or associated with pregnancy 
(Confidential Enquiry into Maternity and Child Heaith(CEMACH), 2007). Whilst 
maternal death in the UK is a rare occurrence by comparison with the global picture 
the lack of decline in the death rate since 1985 is of concern. CEMACH (2007) 
speculate that there are number of factors which are contribute to the current 
situation including the growing number of obese and older mothers , women with 
medically complex pregnancies and women whose lifestyle puts them at risk of 
poorer health. In addition the numbers of deaths amongst migrant women has also 
increased and these are often with associated poor general health and complex 
pregnancies, all of which are compounded by poor access to services.
Legislation on maternity care in the UK dates back to 1958 when the Cranbrook 
Committee encouraged an increase in hospital births to accommodate a post war 
baby boom which it asserted meant women who were unsuitable for home birth were 
being forced to have domiciliary deliveries (Savage, 2009). The Standing Maternity 
and Midwifery Advisory Committee (1970) suggested that all women should have 
access to the benefits of hospital delivery but produced no evidence to support the 
assertion that this was beneficial to delivery outcomes. The Office for National 
Statistics (2008) data from this period shows that by 1980 the policy had virtually 
wiped out home birth with only 1% of women giving birth at home. Campbell et al 
(1984) published a controversial paper which demonstrated that perinatal for 
mortality rate for planned home birth was one third of that for hospital birth. The 
paper was largely ignored by the medical establishment and hospital birth with its 
accompanying technology continued to be the prevailing norm for the next 8 years. 
The early nineties saw the advent of a new wave of policy documents which 
advocated many of the recommendations proposed in Maternity Matters.
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Changing Childbirth (Department of Health, 1993) advocated for choice, control and 
continuity of care in childbirth and was seen as a blueprint for change. For the first 
time policy makers had consulted both women and pressure groups such as the 
National Childbirth Trust to produce a framework that should have revolutionised the 
way women accessed and experienced maternity care. However the Conservative 
government of the time decreed the changes proposed would have to be cost neutral 
and despite some excellent pilot schemes the policy was never universaliy 
implemented.
In 1997 the Labour government came to power and the Audit commission published 
the first national audit of maternity services since Changing Childbirth (Audit 
Commission, 1997) the results were unsurprising in that changes in the delivery of 
care had been negligible. There followed a series of policy initiatives such as 
Keeping the NHS Local (Department of Health 2003), The NHS Plan (Department of 
Health 2004), The National Service Framework for Children, Young People and 
Maternity Services (Department of Health, 2004), and Modernising Maternity Care 
(The National Childbirth Trust et a l , 2006) all of which reinforced the principles 
proposed in Changing Childbirth. During this period there was a small increase in 
the home birth rate to 2.69 % in England (Birth Choice UK, 2008). In addition service 
provision was required to reflect the guidance issued by the National Institute of 
Clinical Excellence (NICE 2003, 2006), and The Confidential Enquiry into Maternal 
and Child Health (CEMACH, 2004). The NHS Modernisation Agency(2005) 
undertook a survey of maternity services and this concluded that women wanted 
more choice about their place of birth. Despite this plethora of activity and numerous 
publications it seemed there seemed women were still unhappy about their choices 
in maternity care.
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However in 2006 discussion about maternity provision hit the national headlines with 
the publication of the Healthcare Commission’s investigation into ten maternal deaths 
at Northwick Park Hospital (Healthcare Commission 2006). The media publicised the 
death often women over a three year period in a unit where the maternal mortality 
rate was well above six times the national average. Headlines such as “Watchdog 
slams maternity unit after ten women die” (Johnson, 2006) catapulted the provision 
and quality of care onto the policy makers agenda. The report highlighted 
inadequate staffing levels, poor communication between staff and their clients and 
poor team working. There is no doubt that this can be viewed as a situational factor 
as described by Leichter (1979, cited in Buse et al 2005:11) in the impetus to 
develop a new maternity policy.
.Subsequently the Healthcare Commission (2007)published a survey of women’s 
experiences of care in the UK which reported 43% of women were not given the 
choice giving birth at home and included startling data that suggested 27% of 
women were still giving birth in stirrups despite an average instrumental delivery of 
only 13%.
This abundance of legislation and reviews had several key themes including the 
concepts of choice, flexibility, and improving access for women and their families and 
culminated in the publication of Maternity Matters.
The policy context is strongly influenced by structural factors within which it develops. 
In 2007 the labour government had been in power for ten years , during which time 
power had centralised around the Prime Minister and the role of the Cabinet Office 
and Policy Unit in 10 Downing Street was strengthened ( Ham , 2004). Labour 
values had centred on the concepts of widening access, personal choice and
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improving the quality of services to enact these values they encouraged a range of 
stakeholders to contribute to policy development (Taylor, 2000). The policy was 
developed against a background of poor outcomes for disadvantaged women and 
their famiiies. The Confidential Enquiry into maternal and child health ( 2004) had 
outlined that women deemed to be socially excluded were 20 times more likely to die 
than women from more advantaged groups ; single mothers were three times more 
likely to die and women from poor areas had a 45% higher death rate than those from 
wealthier areas. In addition to these features our society was seeing an increase in 
domestic violence and assault with 30% of all cases starting or escalating in 
pregnancy. The infant mortality figures mirrored the demographic indicators seen in 
maternal mortality with babies born to poor, vulnerable and disadvantaged suffering 
the highest mortality rates (CEMACH, 2004). In addition data had showed that 165 of 
all pregnant women delayed seeking maternity care until they were more than five 
months pregnant and many of these women were under 18 years old ( The Health 
and Social Care Information Centre, 2006). In addition the Working Time Directive 
had reduced doctor’s hours and necessitated a change to the way maternity care was 
provided.
The nature of birth had also changed with a rise in caesarean section rates from 
4.5% of all births in 1970 to 23.55 in 2005 (Savage, 2008). This coupled with the 
increased use of technology, rising intervention rates and the defensive practices 
instigated by fear of litigation had all impacted on maternity care provision (Gould, 
2008). Savage and Francombe (2007) undertook a survey of obstetricians to illicit 
their views on caesarean sections and discovered the major factor in their decision to 
perform a caesarean section was fear of litigation, the landscape of maternity care 
had undergone dramatic structural changes and new policy was required to redress
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the balance and to promote normality. The establishment of the National Health 
Service Litigation Authority (NHSLA) and publication of standards under the Clinical 
Negligence Scheme for Trusts added further complexity to the policies governing the 
environment in which care was delivered. By 31 March 2008 the NHSLA data shows 
that the second largest group of claims under the scheme were in obstetrics and 
gynaecology . These claims attracted the greatest compensation. The ability of some 
qualified mid wives to facilitate normal birth has been eroded by the risk averse 
culture in which they work within the NHS (Savage 2008). Indeed Maternity Matters 
acknowledges this indicating there needs to be training and mentoring for mid wives 
to develop their skills and regain confidence in normal birth. In addition to the staffing 
changes brought about by the WTD the NMC (2006) reported there had been only a 
modest rise of only 780 FTEs since 2001 . This data has to be set against a rising 
birth rate and a growing number of women with underlying medical problems and 
complex pregnancies.
Finally it is necessary to consider the cultural context in which birth in the UK now 
occurs was outlined in Savage and Francombe’s survey (2007) in which obstetricians 
cited maternal demand as the second highest reason for performing a caesarean 
section. Paradoxically there are a group of women who are turning to the 
independent sector in order to obtain a home birth.
Setting the Policy Agenda
Whilst the context of policy development is important and facilitates the identification 
of drivers and resistors it is also important to consider how maternity care moved 
onto the policy agenda in 2007
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One model that can be utilised to explore this is Kingdon's model (1984) of policy 
formation this states that policies are only taken seriously when three streams 
coincide in a policy window and policy entrepreneurs take the opportunity to move 
areas onto the government’s formal agenda.
He describes three separate streams:
• Problem Stream: perception of the matter as of public interest this could be 
through statistical data as in this case including maternal mortality rates, 
home births rate caesarean section rates. The Northwick Park publicity had 
also brought maternity care into full public view.
• Policy Stream: an ongoing analysis of the problem and the proposed solution 
followed by a feasible socially acceptable solution which is politically viable for 
government of the day. In this case there had been a string of initiatives 
surrounding maternity care and a public perception that issues of safety and 
choice needed to be addressed.
• Politics Stream: this is independent of the other two streams and is dependant 
on changes in public mood and campaigns by interest groups. In May 2007 
Labour party were two years into their third term of office but the 
Conservatives had a 6 point lead over Labour in the opinion polls giving them 
39 % of the popular vote (Politics.co.uk, 2007).. This policy was launched a 
month before there was a change of Prime Minister and was one of the last 
policies from Tony Blair's cabinet. However pressure groups were active and 
the NOT (2006) had started a campaign to prevent the closure of NHS local 
birth unit’s .Prior to this the Association for Improvement of maternity Services 
(AIMS) had launched its One Mother One Midwife campaign. (AIMS, 2005). 
This campaign pushes for the introduction of a national midwifery contract 
with independent midwives receiving a set fee per woman to provide a care
49
service to the NHS. It is interesting that this campaign is still ongoing and 
aligns to the notion of choice and control enabling a woman to contract with a 
midwife of her choice whether that is from the NHS or independent sector. 
Indeed the Department of Health is currently running a pilot scheme with 
selected Primary Care Trusts of its Personal health budgets: first steps 
(Department of Health, 2009). Within this document the DH indicates it sees 
maternity services as an area of delivery in which personal health budgets 
could be beneficial.
Kingdon's model outlines the how unpredictable the convergence of the three 
streams and the subsequent policy window is .However in 2005 -  2007 the streams 
did coalesce and Maternity Matters was the result. The agenda was set through the 
convergence of public interest, pressure groups, the mass media, professional 
organisations and the government.
The Actors
The final element of the policy analysis triangle requires the examination of the actors 
or stakeholders involved the policy process. An analysis of the policy context and 
process has already revealed some of the key players in elevating maternity care 
onto the policy agenda. Some of these individuals and groups were also involved in 
the development of the policy and perhaps more interestingly some are charged with 
its implementation which will be considered later in this assignment. Clarkson(1995: 
106) defines stakeholders as persons or groups that have , or claim, ownership, 
rights, or interests in a corporation and its activities, past, present or future'. 
Stakeholder analysis has become an important feature in the policy development
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process and highlights the importance of individuals, groups and organisations in 
influencing policy development and implementation. ( Brugha & varvasovszky, 2000). 
There appears to be consensus in the literature that stakeholder analysis involves the 
identification of stakeholders, evaluates their resources and attempts to understand 
their position and interest in the policy area (Blair & Pettier, 1990; Roberts et al,
2004). One of the key factors in undertaking a stakeholder analysis is not just 
identifying stakeholders but trying to understand their intentions, interrelationships 
and the influence or resource they have over the process.
A systematic review of the literature on Maternity Matters reveals a huge range of 
stakeholders who both influenced the policy's development, some of whom are now 
charged with its implementation these include:
• Women and their families
• Clinicians i.e. Obstetricians & Midwives
• Professional and Statutory bodies e.g. Nursing and Midwifery Council
• Service providers e.g. NHS Acute trusts , Foundation Trusts, GP Practices, 
Local Authorities and Children's Trusts and Independent mid wives
• Commissioners e.g. Primary Care Trusts , Local Authorities and Children's 
trusts
• Department of Health , Strategic Health Authorities
• Local Supervisory Authorities
• Maternity Services Liaison Committees
• Professional bodies i.e. Royal College Obstetricians and Gynaecologists ( 
RCOG) Royal College Mid wives ( RCM)
• Statutory bodies e.g. Nursing and Midwifery Council
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Pressure groups and Voluntary organisations e.g. NCT, AIMS , Independent 
Midwives -  UK (IM-UK) formerly the Independent Midwives Association ( IMA)
Many of these groups and individuals will have been pivotal in driving the policy 
development forward and shaping its final structure. The commissioners and 
providers of services welcomed the document which provides the framework for them 
to deliver women centred care especially when it came with the promise of 330 
million pounds to facilitate its implementation (Savage, 2009) Clearly the Royal 
College of Mid wives had been campaigning over a number of years for the role of the 
midwife to be strengthened in promoting the normality agenda and facilitating choice 
for women and their families. Their initial reaction to the final policy was largely 
positive but some of the concerns they raised will be discussed in the analysis of the 
policy’s implementation plan. Whilst both the midwifery professional and statutory 
body appear signed up to the policy’s values the commitment of individual mid wives 
may be less assured.
A study by Barber et al (2007) discovered that midwives restricted the information 
they gave to certain groups of women on the basis of a risk assessment, so the 
notion that all women will be fully informed about the choice guarantees is perhaps 
ambitious. These findings have been reinforced by authors who suggest that 
midwives are often complicit with a medical model and in some instances depict birth 
as a risk laden experience which can be hazardous to both mother and baby ( Kent, 
2000 : Jomeen, 2007 ; Weaver, 2000 )Further to this women in Barber et als 
(2007)study cited hospital as the safest place to give birth . This suggests that there 
is a prevailing social construct of hospital as the safest birth environment. 
Furthermore some of the language in Maternity Matters reflects a dominant medical 
discourse where choice if offered up but is then countered with phrases such as
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‘choice is dependant on circumstances’ and ‘for some women team care will be the 
safest option ‘Whilst Maternity Matters is held up as an evidence based policy this 
rationalist view is clearly challenged by the socially constructed nature of truth around 
birth and the birth process. The RCOG’s reaction to the policy was to issue a 
position statement which stated that hospital birth was the safest option for women -  
a statement which has no evidence base. Whilst Maternity Matters is an evidence 
based document policymaking is perhaps not just about the straightforward 
implementation of an evidence base as suggested by Russell et al (2008) but in this 
instance when it comes to implementation will be more about the power and influence 
of the I professional groups required operationalise it.
The values in Maternity Matters are not uniformly held by all mid wives .This position 
reflects the assertion by Maslin-Prothero and Masterson (1998) that public policy has 
neglected the views of nurses and mid wives and has been crafted by other more 
dominant groups in the health sectors such as managers and doctors. It is somehow 
incongruent that the group of practitioner tasked with implementing a policy seem to 
have only a vicarious input to its development via their professional bodies. This view 
is supported by both Hewison(2007) and Hughes(2005)who argue that nurses and 
midwives have failed to engage with the policy agenda in any significant way that is 
commensurate with the size of the professions. There creates a strong a case for 
raising the policy process higher on the agenda in professional education to ensure 
that there is adequate interprofessional collaboration in the policy process.
Whilst the position and power of the two major professional groups is clear it is 
perhaps more difficult to gauge the impact of voluntary and pressure groups on this 
process. Certainly both the NCT and IM- UK have been championing the values and 
choices laid out in Maternity Matters and no doubt their position and the media 
attention they attracted supported the policy maker’s case for reform. However both 
groups and the women they represent have raised serious concerns about the real
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chance of full implementation of this policy by 2009 and this will now be explored in 
more depth.
Maternity Matters was published with a broad implementation plan proposes how and 
by whom the policy will be implemented and evaluated. In addition to the plan the 
Government also pledged there would be 330 million pounds to fully implement the 
policy by the 2009 deadline. Evaluation of the actors involved in the policy's 
development also gives some clues as to the drivers and resistors that have come 
into force in the current implementation stage.
Firstly it is important to consider the women and their families this policy is designed 
for. What is it that women really want -  and does this policy meet their needs.
Several surveys have highlighted that the majority of women are happy with the care 
they receive but some they are not given a choice about the place of birth 
(Healthcare Commission, 2007) We seem to be investing in a new policy initiative to 
radically alter service delivery when 90% of women rated their care as either good, 
very good or excellent in the current system. We have already touched on the notion 
the social construction of birth where hospital birth has become the norm and the 
prevailing rhetoric around risk in maternity care. This has been further reinforced by 
the Department of Health who only a year after publication of Maternity Matters 
published the CNST Standards For Maternity Care (NHSLA, 2009). These standards 
are a blueprint for the control of obstetric risk by Acute Trusts and are the antithesis 
of the choice laid out in Maternity Matters. This is an excellent example of the risk 
versus choice paradox which seems to epitomise maternity care. On one side there is 
the dominant medical model which views pregnancy as normal only in retrospect, 
where intervention is the norm and where mid wives practice in an environment 
guided by procedures they are required to adhere to. On the other side there are 
some midwives championing the concept of normality both within the NHS and
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independently, they are supported by MSLCs and groups such as the NCT and IM- 
UK. There is a stark contrast in this juxtaposition in the policy initiatives published 
only 18 months apart. The rhetoric of choice is being superseded by that of risk and 
now safety.
A year on from Maternity Matters The Kings Fund (2008) published details of an 
inquiry into maternity services in England which concluded that whilst the majority of 
births in the UK are safe there are some births which are not as safe as they could be 
. The report mirrors the findings of the Healthcare Commission’s (2008) report and its 
major theme is that of safety. The recommendations focus on team work , staffing 
levels , training , guidelines and the role of Trust Boards and National Structures in 
implementing and monitoring safety in the birth environment. This coupled with the 
CNST guidelines and hospital environments where caesarean section has become 
normalised make it difficult to see how women are able to exercise true choice. It 
would seem that risk and the perception of care as safe may be key resistors in the 
implementation of this project.
A major factor which may further hinder its implementation centres around the 
workforce issues including the number of qualified mid wives, education and training 
to facilitate normal birth and skill mix issues and the use of maternity care support 
workers. The DH cited the working Time Directive as a key driver in this policy 
initiative , the reduction in doctors working hours coupled with a CNST requirement 
for obstetric cover on the labour ward creates huge tensions in the current system of 
service delivery. Maternity Matters was designed to move normal birth into 
environments other than the obstetric unit and hence allow the concentration of 
specialist services in one area. However midwives working in the acute setting may 
no longer will require a different skill set if they are to move into a community focused
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delivery model. The current home birth rate in East of England SHA(EOESHA) is 
3.77% with 95% of women giving birth in an NHS hospital and only a few units are 
able to give 1:1 midwifery care in labour (EOESHA, 2008) . Birthrate plus 
recommends a minimum midwife to woman ratio of 1:28 to ensure a safe level 
service and assure 1:1 care in labour (Ball et a l, 2003) The EOESHA for example 
estimates it will need an extra 400 midwives to move its current staffing levels of 
between 1:30 and 1:42 to the level required implement Maternity Matters by 2009 ( 
EOESHA, 2008) Whilst this is only one SHA Clift-Matthews (2009) asserts that this is 
a common picture across the UK . Our ability to offer the choice guarantees is 
hampered by a chronic shortage of appropriately skilled mid wives (Gould, 2008).
The provision of an appropriately funded midwifery establishment is critical to this 
policy’s implementation. In addition medical staffing is also an area of uncertainty . 
The EOESHA anticipates that 20% of it’s consultants which reach retirement age in 
the next 10 years this coupled with the WTD, Modernising Medicai Careers and new 
CNST requirements, including 24 hour labour ward cover, and the current rate of 
recruitment to consultant posts, mean even if it were technically feasible to achieve, 
the cost is prohibitive and this is based on the assumption that funding will be 
forthcoming as promised
In 2008 the Government announced a 330 million pound investment as part of the 
PCT baseline allocations in the comprehensive spending review this money was 
allocated to support implementation of Maternity Makers.(Gould, 2008b). Later in 
2008 the DH issued a further statement assuring Trust they would receive the money 
at the start of the financial year (DH , 2008). However a survey by Rose (2008) 
revealed that 90% of acute trusts had not received any money even if it has reached 
the PCTs. In terms of overall spending the NHS has seen an unprecedented increase 
but funding of maternity services fell by £55 million in 2006-2007 ( Gould, 2008b)
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Furthermore It could be argued that some of the Public Service Agreement targets 
being used measure the outcomes of the policy are somewhat tangential and 
irrelevant to the main thrust of the policy itself e.g. adult smoking and obesity. 
Perhaps some creative use of more formal networks linking small and large units 
together would be one means of facilitating at least a degree of choice for women. In 
addition the provision of targeted professional development for midwives around the 
normality agenda may increase their confidence in enabling women to make real 
choices . Furthermore we need to consider the use of Maternity Support workers as 
an integral part of the workforce if we are to free midwives up to improve outcome 
measures or women ( Griffin et a l , 2009)
However he proposed investment has not materialised and even with innovative 
models of implementation it is unlikely that women will have the four national choice 
guarantees by the end of this year,.. Further cuts to public sector spending are 
anticipated in the forthcoming months and this policy is now being implemented 
against the background of QIPP ( Quality, Innovation, Productivity and Prevention) 
and the requirement to make huge efficiency savings in the NHS.
This analysis has sought to elucidate the development and implementation of 
Maternity Matters policy using a published policy analysis framework.. There are 
several limitations to this analysis not least that it has been carried out by one 
individual. Varvasovszky and Brugha (2000) highlight the pitfalls of this approach 
especially when the analyst is an ‘insider’ in terms of their experience of the policy 
field. There is a tendency to perhaps focus prematurely on certain stakeholders and 
not to fully explore the roles f others in the process. In addition the analysis has been 
only able to focus examined one aspect of the policy and the conclusions may 
therefore be biased. However it is clear that the ability to undertake policy analysis is
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a pivotal skill that all practitioners should acquire either preferably during their entry to 
register education. This analysis has demonstrated the complexity of the policy 
process and the complex interplay between the policy context and the key players 
with their varying levels of power and influence. It highlights that whilst a policy can 
be carefully articulated and launched with a clear set of objectives and an 
implementation plan there are a multitude of factors which can prevent its operation.
In the case of Maternity Matters the tensions between offering choice and controlling 
risk have undoubtedly influenced the speed of adoption. The risk choice paradox is 
also reinforced by tension between the two main professional groups involved in the 
delivery of care and their relative positions on the risk continuum . Most importantly 
the economic challenges faced by the NHS in a national and global recession make 
the prospect of full implementation fairly remote.
However there are examples where mid wives, obstetricians and women are working 
together to create the birth experiences that women want within the constraints of 
the resources available. Maternity care is one of the most important aspects of our 
public health agenda and the goals set out in Maternity Matters are commendable 
and all those involved with women and their families should strive to ensure they 
remain on the policy agenda for some time to come.
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Appendix 1
Choice_____________
Women and their 
partners
will have a choice of the 
type
of care and place of 
birth
Women will have a 
choice of
pain relief methods 
appropriate to the type 
and
place of care chosen
Key Elements
Appropriate services and capacity to the full range 
of choice options
Robust information on the types and places for 
childbirth should be available to women and their 
partners together with the opportunity to discuss 
these options throughout the antenatal period 
including where appropriate during the eariy stages 
of labour
All birth environments designed to offers a home 
like comfortable environment with en-suite 
facilities, including equipment such as comfortable 
chairs , beanbags, mats, balls , baths and birth 
pools
Epidural anaesthesia in hospitals where there is a 
24 hour obstetric anaesthetic service available 
Well understood , functioning protocols for 
emergency transfers in labour, birth or after birth 
within the local network.
Paediatric support for neonatal problems, including 
arrangements for transfer to neonatal special care 
and intensive care when necessary 
Sufficient staff working flexibly across community 
and hospital settings, to provide high quality 
maternity care
Training and mentoring for midwives to develop 
their skills and confidence in natural and normal 
birth
Continuity 
Of Care
Women and their 
partners will be 
supported by a midwife 
they know and trust 
before and after birth
Women will be 
supported individually 
throughout their birth
• Sufficient numbers of midwives and support staff 
working flexibly across community and hospital 
settings
• Women and their partners should know that all 
members of the maternity team supporting them 
throughout the maternity pathway and how to make 
contact with them or their midwife at any time.
Source : Department of Health(2007) Maternity Matters : Choice, Access and
Continuity of Care in a Safe Service. HMSO, London
Appendix A : Considerations for commissioners and local providers
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ADVANCED RESEARCH METHODS
65
Section A
Scenario One : Chaiienges when researching into the ‘good death’ 
introduction and Research Design
The cultural dominance of the acute care environment, means that some individuals 
die, in what may be considered an inappropriate environment. However whilst there 
is an emerging body of evidence around anticipatory grief, there is still a paucity of 
research which explores what individuals and their carers consider to be a good 
death (Main 2002). Bradbury (1993) explored the concept of ‘good’ and ‘bad’ death 
and found considerable dissonance between the views of health professionals and 
carers, but made no attempt to elicit the views of the patients themselves. It is not 
unsurprising that researchers find this a difficult area to explore and it is therefore 
necessary to try to understand the challenges it poses from an individual perspective. 
Whilst there have been a number of evaluative studies which have sought to explore 
the subject (Bowling & Cartwright, 1982; Seale & Cartwright, 1994 ) these have 
mainly utilised survey methods, which whilst providing a broad overview of a 
phenomenon can produce superficial result( Saks & Allsop , 2007). Indeed surveys 
are poor at capturing the meaning or perceptions of individuals in a given context 
(Polit & Beck, 2006) and the use of a qualitative approach is therefore more 
appropriate to elicit a clearer understanding of what is meant by a ‘good death’. 
Creswell (2007) discusses the importance of qualitative approaches in enabling 
individuals to tell their stories, and this paper will therefore describe the use of a 
qualitative approach to research a ‘good death’ from the perspective of the individuals 
involved. Utilising this approach should provide a more detailed definition of the 
phenomena and the challenges faced by researchers and participants in this area. In 
addition the findings may enable practitioners to develop a clearer understanding of
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the lived experience of patients and their carers, and should in turn enhance the care 
they are able to offer.
In order to define ‘end of life’ and a ‘good death’ it will necessary to undertake a 
review of the literature. Neill (2000) discusses the problems which are inherent in 
reviewing literature where there is considerable heterogeneity in the methodologies 
utilised. The use of quantitative methodologies to pool data from individual studies in 
this area would therefore be inappropriate (Droogan & Song, 1996). The literature 
review will include all published literature reviews and research reports in the last 15 
years of UK origin and in addition ‘grey literature’ in terms of Department of Health 
Publications, policy documents, and literature published by charities and non 
governmental organisations. On line databases will be utilised e.g. MEDLINE and 
CINAHL .
The research questions posed focus upon individual’s perceptions of research into a 
phenomenon i.e. ‘a good death’. Qualitative methodologies including ethnography, 
grounded theory and phenomenology were considered to address these questions. 
These methodologies have common features in that they are conducted in a natural 
setting, they place value on the participant’s perspective and the researcher is 
interested in the entire or whole human experience (Moule &Goodman, 2009). 
Phenomenology was chosen because it seeks to access and interpret the meaning of 
an individuals experience and can therefore help us to understand the lived 
experiences of patients , their carers and also the individuals researching them 
(Starks& Trinidad, 2007). In particular hermeneutical phenomenology will be utilised 
where the researcher does not bracket their preconceived notions of the phenomena 
but rather draws on them to appreciate what is new and different, this is considered 
of particular importance in this study in order to highlight the significance of the 
researcher's perspective (Polit &Beck, 2006).
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Data Collection Methods
Phenomenology requires purposive sampling of individuals who have or are 
experiencing the phenomenon (Creswell, 2009). Following the appropriate ethical 
approvals the researcher will approach 3 groups of potential participants i.e. patients, 
their carers and researchers working in end of life care. The former two groups will be 
accessed via district nursing services in the provider arm of one local PCT. The 
researchers will be accessed via local research networks and special interest groups. 
Inclusion criteria are outlined below:
Patients
• Diagnosis of illness/long term condition requiring end of life care
• 18 years or older
• Able to communicate through verbal interview 
Carers
• As per criteria above but caring or supporting the individual 
Researchers
• Actively involved in research around end of life care
The approach will be made by letter in the first instance giving details of the project 
and seeking their involvement. Respondents who feel able to contribute will then be 
asked to contact the researcher thereby ensuring potentially vulnerable participants 
do not feel any pressure to participate. Potential participants will then be contacted by 
the researcher and full details of the project discussed in order to obtain informed 
consent. This would include how and why they have been approached,, the purpose
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and benefits of the research, risks to them, level of involvement required , guarantee 
of confidentiality , information about withdrawai
The sample size for each of the groups i.e. patients, carers and researchers will be 
determined by the point at which data saturation occurs. However Morse (2009) 
recommends approximateiy 6-10 participants is usuaily sufficient in 
phenomenological studies
The data coliection method wili be in depth interviews, which will be tape recorded 
and transcribed verbatim. Participants wiii be asked open ended questions framed 
around the research questions appropriate to their particular group, and framed within 
a standard interview protocoi. Field notes would be kept by the researcher. They will 
be encouraged to describe their thoughts and feeiings around the subject in their own 
words. Examples of questions are :
“ From your perspective and in your own words how wouid you describe a good 
death”
“ Teii me what you feel about research being done into a good death”
Interviews wili take piace in a mutuaiiy acceptable venue; this is of particuiar 
importance when researching such a sensitive subject where ethical issues may arise 
if there is not reciprocity between researcher and participant. In addition the patients 
and carers may not be able to travel or alternatively may choose for other reasons 
not to be interviewed in their own home. Kvaie (2007) describes the quaiitative 
interview as a moral inquiry and researchers must acknowledge that even a 
sensitively conducted interview can be stressful for the participants and ensure that 
appropriate support mechanisms are in piace for both participant and the researcher. 
Data will be analysed using a framework such as that described by Giorgi and Giorgi
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(2004) and validity wiii be assured by conducting foiiow up interviews with 
participants inviting them to comment on the findings. It is acknowledged that the 
nature of the patient group may mean that this may not always be feasible.
This paper has given a brief overview and rationale for a research design to address 
the cited questions. It has outlined some of the potential practical and ethical issues 
inherent in researching a sensitive area of human experience with potentialiy 
vulnerable individuals.
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Advanced Research Methods: Assessment
Section A
Scenario Two: A comparison of hospital and telephone follow-up after breast 
cancer
Introduction and Research Design
A recent systematic review of patient’s and healthcare professionals views on cancer 
follow-up concluded that further research was required focusing on the preferences 
and experiences of patients from a wide variety of cancer sites (Lewis et a i , 2009). 
This study wiii address one of the deficiencies identified in the literature by examining 
patient satisfaction in two different types of foiiow up. This study wiii utilise a 
quantitative experimental approach which seeks to determine if a specific intervention 
wili influence an outcome and therefore addresses the research questions which 
have been posed (Cresweil, 2009).
The two main types of expérimentai research are randomised controlled trials (RCTs) 
and quasi- experiments. Randomised controlled trials are the ‘gold standard’ in 
research design but were rejected as they require three main characteristics to be in 
place (Moule &Goodman, 2009) These include manipulation of the independent 
variabie in this case the teiephone interview foiiow up, a control group in this case the 
patients who receive conventionai foiiow up and finaiiy randomisation where 
participants would be randomly assigned to the experimental or control group. This 
finai eiement would be difficult to achieve because it is feit that potentially vulnerable 
patients could not be simply allocated to a telephone follow up group as this may be 
unacceptabie to them. The methodology which has therefore been selected is a quasi
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experimental design as ethical issues prevent the use of randomisation (Burns and 
Grove, 2007). The research design will be a pre and post test design as described by 
Keppel (1991) with one group receiving the usual treatment and the second receiving 
the intervention i.e. the telephone follow up. A pre test has been included as this 
increases the studies validity.
Data Collection Methods
Firstly the researcher will undertake a review of the literature to assess the current 
extent of knowledge of nurse led follow up for breast cancer. The review will utilise on 
line databases and search engines to access systematic reviews, research articles, 
and grey literature in the area of long term care, breast cancer, cancer follow up, 
primary care and role of the specialist nurse Following the appropriate ethical 
approvals women who had been in receipt of treatment for breast cancer and who 
are about to commence follow up care would be approached, this is a convenience 
sample. Women would be given an information leaflet giving details of the study 
including include how and why they have been approached, the purpose and 
benefits of the research, risks to them, level of involvement required in terms of the 
questionnaires , guarantee of confidentiality , information about withdrawal. The 
sample size will be estimated using a power calcuiation however it is unlikely that the 
size of the available population i.e. women post treatment who are about to 
commence follow-up will enable recruitment of a sufficiently large sample to ensure 
the study is not underpowered. Increasing the sample size is traditionally viewed as 
the primary method to increase design sensitivity although Beck (1994) suggests that 
it is possible to increase design sensitivity and statistical power without the necessity 
for a large sample A further complication is that as the sampie is not randomised and 
there may be large variation between the control and intervention group. Therefore 
whilst acknowledging the sample size will be small the design will attempt to increase
73
sensitivity by addressing some of the factors as outlined by Faithfull (1996). These 
include the use of measurement tools that have been validated in simiiar studies and 
which are sensitive to the expected changes, measuring the effect close to the 
intervention and using consistent measurement procedures.
Inclusion criteria will be all women who have received treatment for breast cancer 
and who are about to commence follow up care in one district general hospital. 
Women who are unable to communicate by telephone or in English wili be excluded. 
Women who wished to participate would be asked if to select either telephone or 
conventional foiiow up treatment and the appropriate consent would then be 
completed. In addition to the questionnaires they would also be asked to consent to a 
structured evaluation of their case notes at the end of the study period to ascertain 
the level and range of clinical investigations and detection time of any recurrent 
disease in both groups.
Women in the experimental group will receive a follow up phone call from the 
specialist nurse every two months and women in the control group would receive the 
normal hospital follow up regimen. The follow up telephone consultation will usually 
be scheduled for approximately 30 minutes and would focus on areas identified in the 
literature to be important to patients e.g. recurrent disease/physical symptoms , 
psychosocial issues ,enabling access to and understanding of tests and information 
to aid coping such as support groups (Lewis et a l , 2009) Measures of anxiety and 
patient satisfaction will be measured in both groups following completion of 
treatment(pre test) and at three, six and nine months following discharge(post test).
The Beck Anxiety inventory will be utilised to measure levels of anxiety in the 
intervention and control group. This tool has been utilised effectively in primary care 
setting with a variety of client groups in outpatient studies, and has a high degree of 
sensitivity, reliability and validity (Beck et ai 1997; De Ayalya et al 2005). The
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inventory is self administered and lists approximately 22 common symptoms of 
anxiety which participants are required to score as to whether they feel them : not at 
all; mildly but didn’t bother me much; moderately it wasn’t pleasant at times or 
severely it bothered me a lot.
The Newcastle Satisfaction with Nursing Scale has been developed to measure 
patient satisfaction with nursing care and will be utilised in this study. The scale was 
developed after substantive work in order to achieve reliable and valid measure of 
satisfaction and is readily understood by patients and easy to administer (Walsh & 
Walsh, 1999). The tool has four sections which examine organisation of care, 
personal experience of care, satisfaction with care and information and advice. The 
questions are scored using a 5 point scale form strongly agrees to strongly disagree.
Mcllfatrick et al (2006) outline the issues of researching in this highly sensitive area 
with a vulnerable client group. Ensuring informed consent and protecting the 
woman’s the ability to withdraw from the study are paramount concerns for the 
research team. Participants in both groups will be given the contact details of the 
specialist nurses on the understanding that they can be contacted at any time. In 
addition participants will be reminded of the other usual support mechanisms they 
might use such as their GP. in addition women in the telephone follow-up group will 
not be restricted to 30 minutes as outlined should they require more detailed 
information or further discussion/ explanation on an issue this will be accommodated. 
This paper has outlined a proposal for a quantitative study examining follow -up in 
breast cancer patients. The depth of the description and analysis is limited by the 
wordage of the assignment but has considered the research design, data collection 
methods, and inclusion and exclusion criteria and has touched on the ethical issues 
in researching vulnerable groups.
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Advanced Research Methods: Assessment
Section B
Scenario Four: The use of a remote monitoring system at home for patients 
with Chronic Obstructive Pulmonary Disease (CORD)
The research questions posed in this scenario are most appropriately answered by 
the use of a quantitative research design. Creswell (2009) describes the use of 
quantitative survey strategies in order to provide a numeric description of trends 
attitudes or opinions. In this case a iongitudinai survey design was selected to 
examine the impact of an intervention over time. This method involves the use of 
questionnaires or structured interviews in order to generaiise from a sample to the 
whole population (Babbie, 1990).
A structured review of the literature wiii be undertaken through on line databases in 
order to elicit the current evidence on teiecare and CORD . This would include all 
research studies, systematic reviews and grey iiterature such as policy documents, 
evidence from patient groups. Key themes in the review wili be defining CORD, 
defining telecare, use of telemedicine in long term conditions both in UK and 
internationally, follow up / monitoring for CORD, CORD and teiecare, patient 
experience and teiecare, healthcare workers and teiecare.
Following receipt of the appropriate ethicai approval patients who have been recentiy 
diagnosed with CORD will be approached by the research team in the outpatient’s 
clinic. Ratients wiii be given an information ieaflet outlining how and why they have 
been approached, the purpose and benefits of the research, risks to them, levei of 
involvement required , guarantee of confidentiaiity , information about withdrawal.
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The inclusion and exclusion criteria are as outiined on the slides but in addition the 
participants will also be willing to operate the equipment and have the skiils to do so. 
The sample size wiii be determined using a power calcuiation and critical factors in 
this will be the effect size and the sensitivity of the measurement. A study by Garrett 
et al (1993) examined the SF 36 Heaith Survey Questionnaire as a tooi to determine 
quality of iife changes in a variety of clinical groups. It is acknowiedged that this tooi 
lacks sensitivity if used at too frequent an interval and so the time scale between the 
initial use and the second data collection has been set at a six month interval. The 
effect size for this and the survey of reiationships over time wili be a 20% 
improvement in the measurements from both toois.
The sample itself will be a randomised sampie of patients from the population of 
newly diagnosed patients with COPD, in order to increase validity patients wili be 
matched with themselves pre and post intervention however this means that some 
patients who do not complete the post intervention surveys wiii be lost (Saks &
Allsop, 2007)
The ethical issues are outlined on the final slide and wili be addressed through use of 
structured patient information sheet and ensuring patients are able to contact the 
research team should they require heip or support with either the equipment or if they 
have any concerns about their underlying condition..
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COPD AND TELECARE : 
Quantitative Longitudinal 
Survey
LITERATURE REVIEW
■ Elicit current evidence on teiecare and COPD 
METHOD
■ Quantitative Longitudinal Survey
Provides quantitative or numeric description of trends, attitudes or opinions by studying a 
sample population
METHODOLOGY
■ Self administered questionnaires
+ Cost, convenience, volume, turnaround 
• returns and response rates
80
A Patients & Carers
Clinic
3 months
6 months
SF 36 Quality of 
Life Questionnaire
SF 36 Quality of 
Life Questionnaire
SF 36 Quaiity of 
Life Questionnaire
Survey of 
perceptions about 
challenges/benefits 
of equipment use
B Patients, Carers & 
Professionals
C Professionals only
Survey of
relationships between 
patient carer and 
health care team
Survey of relationships 
between patient, carer & 
health care team
Survey of relationships 
between patient, carer & 
health care team
Survey of the challenges 
Involved in adopting the 
new technology
Quantitative Self Administered Questionnaires
QUALITY OF LIFE MEASUREMENT
■ SF 36 Health Survey Questionnaire (Garratt et al 1993) ;
Measures variety of QOL outcomes @ physical and social function , physical and 
emotional role , mental health, energy and fatigue , pain , general health perception 
Reliability, validity and acceptability examined as measure of QOL across multiple clinical 
conditions 
QUANTITATIVE SURVEYS
■ LIkert scales
■ 1 X longitudinal focusing on changing nature of relationships
■ 2 X cross sectional focusing on perceived benefits for participants and challenges for 
health care team
Reliability tested through a pilot study - does the questionnaire measure what Its 
supposed to - tested by using parallel from questionnaires rather than test retest because 
elements are longitudinal
Validity-test through pilot using face value techniques with participants (or relatives ?)
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SAMPLE
■ Assumption costs prohibit all COPD patients In Surrey receiving equipment
■ Randomised sample
■ Sample size calculated using power calculation
■ Inclusion criteria : patients with diagnosis of COPD In clinics at DGHs In Surrey
■ Exclusion criteria : Any patient currently using the telemedicine device or similar 
technology
■ Demography of sample captured through structures survey of notes e.g age, past medical 
history, current medical history
■ Patients are matched with themselves pre and post Intervention any non respondents In 
post Intervention element are excluded
RECRUITMENT
■ Patients approached In clinic researchers discuss the research , given written Information 
leaflet, gain written consent
DATA ANALYSIS
Related data - same participants before and after the Intervention 
Non parametric ordered data - scores are In ordered but not necessarily equal 
Descriptive stats - median as measure central tendency, range 
Longitudinal ordinal related data: Mann Whitney U 
Cross sectional ordinal related data : Wllcoxon signed rank 
ETHICS
Meaningful to others not Just the researcher ( Punch 2005)
Consent ; explanation , details study, why have you been selected ,purpose study, what 
will It Involve, confidentiality, withdrawal, contacts 
Training of trainers and participants 
Mechanism for contact If equipment falls
Understanding this does not preclude them utilising usual contact mechanisms If they 
have ANY concerns 
■ Confidentiality at data analysis and dissemination stage 
DISSEMINATION
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Midwives’ Experiences of Caring for Women during Obstetric Emergencies in 
Labour
Introduction
Care in labour and delivery has undergone significant change in the last 30 years. 
Technical advances mean that we can now effectively manage many of the 
previously iife threatening complications of delivery and birth. However when women 
experience an obstetric emergency in labour the effects can be devastating, these 
experiences permeate their lives, and the lives of those around them. For midwives, 
caring for women and their families in this situation is a challenging, and at times 
distressing aspect of practice.
These challenges are set against a rapidly changing policy context where the 
provision and nature of care is evolving to meet demographic, cultural, political and 
economic drivers. Currently birth is largely located within the acute setting but 
government policy is trying to facilitate choice and move birth into the home 
environment (Department of Heaith, 2007) However even within the current 
parameters of the acute setting there is some evidence to suggest that obstetric 
emergency is frequently mismanaged (Black and Brocklehurst 2003) and this 
mismanagement has resulted in a pronounced rise in litigation claims in obstetrics 
and gynaecology (Fenn et al, 2000). There is consequently an inherent tension 
between managing the risk, and facilitating choice and control for women and their 
families.
National Health Service Litigation Authority (2009) data shows that the second 
largest group of claims under the scheme are in obstetrics and gynaecology and 
these account for over 50% of the annual NHS litigation bill of 400 million pounds. It 
has been proposed that the ability of some qualified midwives to facilitate normal birth
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has been eroded by the risk adverse culture in which they work within the NHS 
(Savage 2009). Recent government policy initiatives such as Maternity Matters 
(Department of Health, 2007) acknowledge this indicating there needs to be training 
and mentoring for midwives to develop their skills and regain confidence in normal 
birth. In addition to the staffing changes brought about by the Working Time Directive, 
the NMC (2006) reported there had been only a modest rise of only 780 full time 
equivalent mid wives since 2001. This data has to be set against a rising birth rate 
and a growing number of women with underlying medical problems and complex 
pregnancies and the imperative to move birth closer to home.
Therefore midwives’ ability to effectively manage obstetric emergencies in both the 
acute and the home setting has never been more important. The management of 
obstetric emergency has been shaped by the use of simulated training and fire drills 
which had at the time of their inception been neither systematically documented or 
evaluated (Black and Brocklehurst, 2003). Subsequent studies have used 
quantitative methodologies to demonstrate the positive impact of such simulated 
training on the acquisition of knowledge and skills but failed to determine if this would 
have any discernable impact on neonatal and maternal morbidity and mortality 
(Crofts et ai, 2007). Hence the knowledge base around care in obstetric emergency 
largely centres on quantitative outcome based studies (Deering et al 2004; Osman et 
al 2009) and the views and experiences of women and their midwives are not widely 
documented. There have been a small number of studies which have explored the 
impact of obstetric emergencies on women’s experiences of pregnancy (Berg and 
Dahiberg, 1998 Maclean et al 2004; Waldenstrom et al, 2004; Mapp and Hudson, 
2005; Bryanton et al, 2008; Goldbort, 2011) . However, unlike the nursing 
profession, who for many years have sought to elucidate the meaning of caring from 
the perspective of the practitioner (Chinn, 1991), in midwifery there is a paucity of 
research with any specific focus on care during obstetric emergency (Leinweber and
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Rowe, 2010). Therefore whilst we are becoming familiar with the experiences of 
those receiving emergency care, no one has really attempted to explore the 
experience of the care givers. Reflecting upon the assertion of Watson (1990), that to 
preserve human caring, it is necessary to value the experience of care givers, as a 
source of knowledge, further reiterates the need to fill this space in the literature. This 
research sought to remedy this void, by describing midwives experiences of caring 
for women who have an obstetric emergency and helping us to understand how we 
might facilitate care more effectively in the future in a variety of settings .
Research Design and Method
Selecting an appropriate methodology is a complex step in the research 
process. It involves, and is dependent upon, the careful consideration of a 
number of interrelated factors, which aim to clarify and determine the focus of 
the intended study, it is therefore essential to reflect upon the nature of the 
phenomenon that is to be investigated, its conceptual maturity as well as the 
constraints of the research setting. The primary question that arises from 
consideration of these issues is whether the phenomenon to be studied is 
located in an interpretivist, or a positivist paradigm. A paradigm may be defined 
as a belief system which guides the way we do things and is characterised by its 
ontology, epistemology and methodology (Guba, 1990).
To address this issue, it is useful firstly to consider, whether there is a need for 
further clarity on the chosen phenomenon, if, as Field and Morse (1995) and 
Streubert and Carpenter (1995) suggest there is little published on the subject, 
or perhaps what is published lacks depth and breadth, then a interpretivist 
methodology would be deemed the most appropriate. The conceptual immaturity
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of the subject of this research study was illustrated in the preceding section 
where the paucity of midwifery literature on the subject was clearly evident The 
notion that a interpretivist perspective wouid be the most appropriate, was 
further reinforced when considering the overall purpose of the project, which was 
to elicit the experiences of midwives caring for women during obstetric 
emergency.
Phenomenology is a holisticaiiy orientated approach which tries to investigate 
the totality of a given experience for an individual within a given cultural and 
contextual situation. It does not attempt to generate theory but rather to search 
for meaning and understanding, not explanation (Baker et ai, 1992; Smith et al, 
2009). There are two main approaches which are utilised.
Firstly there are the Descriptive, Transcendental, Empirical or Psychological 
approaches. These approaches are all simiiar in that they are based on the work 
of Husserl (1963) who advocated the use of methods to position phenomenology 
as a rigorous science. These approaches utilise the underlying philosophical 
assumption that all presuppositions are suspended and that the researcher 
“brackets" their own thoughts, feeiings and experiences in order to describe the 
phenomenon from the participants viewpoint. It was this approach that was 
utilised in this study
Secondly there is the Hermeneutical, Interpretive or Heideggarian approach. 
This is an alternative approach in phenomenology which seeks to unveil hidden 
meanings and to interpret the experience of others (Bergum, 1991). This School 
of though believes it is impossible to rid the mind of presuppositions but 
suggests that these should be acknowledged, explicated, and utilised to 
understand and interpret the experiences of participants.
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In addition Colaizzi’s (1978) approach was utilised to guide this study. Whilst 
based in the discipline of psychology, has been extensively used in the 
investigation of nursing phenomena, and has formed the basis for much of the 
phenomenological research that has explored and investigated the meaning of 
caring in other disciplines like nursing (Galvin and Tod res, 2011).
Ethical review was sought and obtained through the NHS Research Ethics 
Committee and the appropriate site specific permissions were obtained from the two 
NHS Trusts involved in the study._Potentiai participants were approached using a 
letter circulated by the Heads of Midwifery. All midwives who had experienced caring 
for women in an acute or midwifery led unit or indeed the community setting were 
eligible to participate. Written consent was obtained prior to one to one taped 
interviews and the participants confidentiaiity was assured with only the researcher 
having access to the tapes and transcripts which had been made anonymous by 
using a numerical code On commencing each of the interviews the participants were 
asked to respond to the following question:
"The subject of this research is caring for women and their families experiencing 
obstetric emergencies in labour. What I am interested in are your experiences of 
caring for these women and what it means to you in your everyday midwifery 
practice. I wouid like you to share your views with me until you feel you have nothing 
more to say...."
This approach was designed to ensure that the participants were free to respond to 
the question as they feit appropriate. The transcripts were transcribed verbatim and 
analysed using a modified version of Coiaizzi’s (1978) process.
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Findings
Following analysis of the data utilising Coiaizzi’s (1978) modified framework, four 
theme categories emerged and these were comprised of 11 theme clusters which 
were derived from the coded data are illustrated in Table 1.
Theme Category Theme Cluster
Learning to Care Knowing Self 
Experiential Learning 
Formal Learning
Involvement Proximity / Distance 
Truthfulness
Coping Emotional / Personal Limits 
Balancing Priorities 
Support
Valuing /Respecting The Woman
Partner/Family
Self
Table 1
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Learning to Care
The way in which the participants learnt to care was seen as a continuous process 
which centred on three theme clusters, these being: knowing self, experiential and 
formai learning.
Knowing Self
All of the midwives acknowiedged that in order to care effectively it was imperative to 
become insightful about themselves. This is not only the starting point for the other 
types of learning they encountered but acts as a point of reference which evolves as 
they develop their own personal philosophy on midwifery care. This personal 
philosophy is based upon their own fears, beliefs and attitudes. It encompasses 
views on the nature of midwifery practice and in particuiar the espoused professional 
values of midwives as practitioners of normality .This view of mid wives as 
practitioners of normal birth is at times at odds with the reality of what many 
experience in their day to day midwifery practice. Many of the midwives used the 
description of community versus hospital care to illustrate the tension that they view 
exists in current midwifery practice between the promotion of normality and the reality 
of complex birth.
7 want to be able to do you know, do it all and have broad knowledge and a broad 
working skill to be able to do community and hospital, and I think that only makes 
you a better midwife and be able to empathise more because there’s definitely a 
community /  hospital them and us divide, massively. I don’t know why but there Is 
everywhere”
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Experiential Learning
All of the participants identified learning through and from experience as the method 
by which they shaped their practice. Without exception such reflection was grounded 
in their experience of the first obstetric emergencies they had encountered whether 
as a student or as a newly qualified midwife. Ail of the participants recounted the 
stories of these emergencies and went onto reflect upon these experiences as the 
foundations of learning, which when built upon shaped their own personal philosophy 
of care. These stories were moving and recounted in great detail regardless of how 
much time had elapsed since they occurred.
“ ..the paediatrician took the baby away to resuscitate him. He did breath and make a 
couple of noises and about five minutes later I remember her saying ‘oh the baby’s 
“dead’ which stayed In my head for a long time because It’s like, what happened 
there, I never.. I could never explain what 
happened there”
Formal Learning
Formal learning in the form of pre registration courses, study days and 
statutory training was another emergent theme in the data. All of the 
participants touched on the courses they undertook in preparation for entry to 
the midwifery register.
“The skills drills are there It’s about refreshing and keeping up to date with the 
practice and just getting “the chance to practice It on a protected teaching time....
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Three days I think it is which I was pleased about really as in my previous Trust It was 
just one day which was crammed Into a day and was quite Intense”
Involvement
One of the major themes, which emerged from the data, was the nature of the 
relationship between the midwife, the woman, her partner and family. This 
relationship was characterised by varying degrees of involvement specificaiiy the 
proximity and distance between the midwife and the woman, as well as the level of 
honesty and truth in their association.
ProxImlty/Dlstance
The theme cluster of proximity and distance characterises the true nature of the 
relationship .Being close in proximity to the woman both physically and emotionally, 
was a strong and recurrent theme in the data, this contrasted with ideas of distancing 
oneself from the woman which manifested itself in the guise of being professional.
The two elements of this theme cluster were not mutually exclusive, and many 
mid wives descriptions of them inferred that they existed upon a continuum along 
which they moved back and forth dependant on the circumstances 
Developing a close bond appears to involve connecting with the woman, not as a 
professional, not as a midwife but rather engaging with her ‘woman to woman’. In the 
contrast to this, participants who were involved in reiationships characterised by 
distance, the interaction appeared to be ‘midwife to client’, which limited the degree 
of involvement. One behaviour which seemed to illustrate this ‘woman to woman’ 
nature of the relationship was that of showing emotion or crying with the woman
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“ I was with her, recovered her, after the section, she opened her eyes and she 
started to cry, she wanted to know where her baby was I think she thought he was 
dead After all those hours together I felt we had shared something it’s difficult to 
describe It was beyond midwife and woman It was more than that I could feel myself 
welling up but for once I didn’t try to stop It, I cried and It felt like the right thing to do 
after everything we’d been through together In those long hours “
Truthfulness
Being truthful with the woman, her partner and aiso with oneseif was seen as an important 
factor in the development and maintenance of a close caring relationship. One midwife 
recounted an incident where the mother had suffered a major post partum haemorrhage and 
had been rushed to theatre
" He was just left looking at his baby saying will she be alright, what can you say, never yes. 
That’s where
my nursing helped that ability to be honest with people but In a gentle way. Not to give It In 
all the detail but you know she’s lots a lot of blood but the consultant and us were all working 
together on this It’s the best team of people everyone here.. It didn’t seem to sink In he was 
just staring at the baby sort of numb. I said shall we move to another room and he looked 
around like he hadn’t noticed he was sitting In a blood bath “
The emergence of distance as a feature of the caring relationship was at times a complex 
and elusive phenomena. Whilst a midwife could be caring for someone and having the most 
intimate physical contact, she could remain emotionally distanced from the woman. Similarly 
she could be truthful with the woman
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but her real ‘self could be obscured behind her ‘professional self. In other words distance 
does not always occur simply in the absence of factors which facilitate cioseness. The 
participants described times when such ‘distance’ was deemed necessary, often when the 
woman or her partner were unable to deal effectively with the situation. In one such case 
after a maternal death the participant felt but also questioned the 
need to be seen as rationai, objective and professionai
“I’m also thinking, does that matter sometimes why are we so keen on appearing calm and in 
control and comfortable after all these are sometimes really traumatic things that are 
happening, would they mind if afterwards you appear a bit upset. Not sure but I guess we 
try not to show emotion...1 think they don’t
need it really ,you know ,you being upset but maybe I’m wrong maybe It would help them to 
see I t , but maybe It wouldn’t maybe they’d feel less confident or maybe they’d think we’re 
human’’
Coping
Emotional /Personal limits
Whiist listening to the participants accounts of caring for women during obstetric 
emergency it rapidly became apparent that it was a complex and demanding activity.
It involved experiencing emotions and entering into relationships which had profound 
effects upon all the participants. Coping emerged as a theme category that focuses 
on the midwife’s capacity to maintain a delicate equilibrium between three theme 
clusters namely personal/emotional limits, balancing priorities and support.
Each participant was aware of their own personal and emotional limits to caring, in 
much the same way as they were with respect to involvement. These limits were
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pushed when the demands of caring were perceived as exceeding the emotional 
resources that were available to the midwife. Like the boundaries of involvement 
these limits were seif determined, unique to the individual midwife and changed over 
time in relation to personal and professional experiences. These boundaries and 
limits were related to the extent that, when the midwife felt able to cope with the 
demands of caring then her boundaries of involvement were extended and she was 
able to engage in closer and more involved relationships with the women. Conversely 
if the limits of coping were being exceeded then the midwife was more likely to adopt 
a distanced relationship. Moreover if the midwifes limits of coping were exceeded 
over a protracted period of time then her ability to engage in any form of caring 
relationship was severely compromised, leading to withdrawal of involvement.
Several midwives summed up the profound emotional effects of caring
“I do know that it takes its toll on you personally”
“ ....afterwards you can be left feeling like you’ve been put through a mangle and then 
left to swing in the wind...”
Balancing Priorities
Many of the midwives also expressed feelings of anger, frustration and resentment in 
their attempts to cope with the demands of caring. These emotions pertained in 
particular to their attempts to balance these demands with the rest of their workload. 
For many working in the community with a busy caseload this led to particular 
frustrations when trying to support women following an obstetric emergency
“You go to do a visit and you don’t know if you're going to be there ten minutes or two
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hours. Until you get there you don’t actually know......so you rush around so that
you’re sure before you walk In that you’ve got enough time to spend two hours in 
one place”
Support
From these incidents it is evident that the finai theme duster which is crucial in the 
participant’s ability to cope is the support which they receive. Given the traumatic 
nature of caring in these cases it is not surprising that the data generated in this them 
duster was vast. All of the participants discussed the nature of the support they 
received and the effects it had upon them. Sadly there was a consensus that as a 
midwife you must be seen to cope and that those who failed to do so were somehow 
weak
“ I think a lot of us put on a very light hearted front when we are dealing with the 
situation in front of our colleagues’
Whiist such thoughts were expressed by the participants they were balanced with 
notions of the desire to move fonvard from this position, and perhaps in a sense to 
change the culture
" I’m better at it now ...supporting...and I’m not sorry”
Valuing/ Respecting
This category arose out of the participant’s accounts of the feelings of respect and 
admiration, which they had for the woman, her partner, family
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The woman
It also included ideas about the participants feeiing valued by the women for whom 
they had cared. Many of the participants expressed feelings of respect and 
admiration for the women in their care
" It amazes me how resilient some women are
The family
Expressions of valuing pertained not only to the woman, but also to the partner and 
/or family. This became apparent when the participants described the importance of 
valuing the beliefs of the woman and her partner as a whole. In this case the woman 
was a Jehovah’s Witness who went onto have a post partum haemorhage
“ There were so many personal Issues for them as a couple. It was complicated 
because she was a Jehovah’s witness and he wasn’t .But, you have to present 
them with a balanced argument and then let them decide..... whatever they decide 
you have to respect and value their opinion and support them in that If they say no 
You must respect their wishes and be their advocate especially as you’ve 
got the consultant and the whole management team bending your ear”
Caring for a woman who experiences and obstetric emergency in labour is a complex 
and demanding aspect of midwifery practice. The loss of a mother is a rare event but 
the loss of a baby is something which sadly the majority will encounter in their 
careers. The caring relationship in these instances results from the carer and /or 
cared for person’s perception of the existence of unmet needs and wants.
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Caring relationships are characterised by varying degrees of involvement which are 
in turn dependent upon the nature of the relationship. A continuum exists on which 
midwives feel themselves as either connecting or detaching from the woman. 
Relationships where ‘connection’ occurs are viewed as therapeutic and beneficial for 
the woman, and to some extent the midwife, in these relationships carers see 
themselves as caring as a ‘woman’ for a ‘woman’. In such close caring relationships 
a unique and inveterate bond develops between the career and the cared for. in 
contrast in relationships where detachment or distancing is evident, it becomes 
apparent that mid wives view themselves as the ‘professional’ caring for the ‘client’.
Factors which appear to influence the degree of involvement include proximity, 
sharing and truthfulness. , emotional intimacy can be facilitated truthfulness between 
the carer and the cared for, and by the giving or sharing of time and self.
Caring relationships require both participants to respect the beliefs and values of 
each other. The carer must recognise and acknowledge the bio-psycho-social impact 
of the event on the woman, her partner, family and friends, both in the short and long 
term.
Facilitating care in this way is an intensely emotional experience for the midwife. 
Whilst such experiences are seen as enriching, midwives set themselves boundaries 
of involvement and determine emotional limits which are required to protect 
themselves from emotional exhaustion. Setting and maintaining these boundaries 
and limits is essential for the effective continuance of the caring relationship. To be 
successful in maintaining these boundaries midwives need support. Such support is 
elicited from a variety of sources including friends and family, and to a lesser extent
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other professionals. The support network is consequentiy informai in nature and 
sought out by rather than offered to the midwife.
If they are to care effectively mid wives must examine their own fears, inhibitions and 
prejudices in a process of coming to know ‘self. This examination and reflection of 
‘seif is a lifelong practice which enhances the midwife’s abiiity to care and be cared 
for. The process of iearning to care is continuous and is achieved primariiy through 
reflection in and on practice. Women and their famiiies with their unique knowledge 
base are seen as pivotal in the learning continuum.
Discussion
There are similarities between three of the phenomenoiogicai investigations into 
nurse caring of Forrest (1989), Green-Hernandez (1991) and Ciarke and Wheeier 
(1992) and this study. A study by Cohen and Sarter (1992) however has results 
which are markedly different and reflects it’s medically orientated approach as was 
previousiy discussed. The overali impression gained from this study is that caring is 
essentiaily an interpersonai process, in which the midwife and the woman engage in 
a reciprocai reiationship. This idea is reiterated not oniy by the three previously cited 
studies, but is also supported by Morse et al(1991) who viewed caring as an 
interpersonal intervention. Whilst the similarities between the studies are evident 
when the theme ciusters and categories it is the intention now to focus upon some of 
the significant differences.
Forrest (1989) and Green-Hernandez (1991) both identified involvement as an 
important aspect of caring. However the term invoivement in these studies can be 
seen to have differing meanings and significance, when compared to the resuits of
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this study. Both of these studies view involvement as being dichotomous with nurses 
being either under or over involved. Over involvement is seen as being potentially 
detrimental, and is also seen to increase the personal vulnerability of the carer. This 
mirrors traditional thoughts about professional relationships within the nursing 
profession. Taylor (1992) asserts that the professional relationship protects nurses 
from the risks of over involvement. However, Brown et al (1991) discusses the 
‘distance problem’ that has emerged because of this thinking and Benner_and Wrubel
(1988) describe the fine iine between ‘enmeshment’ and ‘appropriate detachment’. 
The themes of closeness and distance are proposed by both Forrest (1989) and 
Green-Hernandez (1991) but are an extended concept within this study. For 
midwives then, balancing the two concepts is not about finding the safe middle 
ground as described by nurses. Midwives would appear to balance the demands of 
caring through boundaries and personal limits of involvement. This is a dynamic and 
individual process. Boundaries have been discussed by Pasacreta and Jacobson
(1989) but not within the context of caring. Further exploration of this concept would 
facilitate a clearer understanding of its origins and effects.
Within the category of involvement midwives discussed the way in which they 
connected with women on an individual basis, and how this connection was mediated 
through a ‘woman to woman’ relationship. Watson (1985) supports this idea of 
transpersonal human connection. Relationships characterised by closeness were felt 
to have beneficial effects for both the woman and the midwife. Euswas (1993) 
reiterates this stating that close involvement was therapeutic for the patient.
Reflecting upon the literature and the findings in this study pertaining to involvement, 
may lead one to question whether professional detachment is in fact beneficial for all 
concerned. For the midwives adopting such an objective, problem solving and
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detached approach to women , would seem to preclude them from caring, and is 
essentially at odds with the ethos of the midwife as being ‘with woman'.
The final theme in which differences were evident was that of coping. Cohen and 
Sarter (1992) discuss the need to cope with caring at work, and caring at home, as 
two entirely separate issues. However within this study midwives seemed to be 
concerned with balancing the two elements of their lives. This is particularly striking 
when issues of support were discussed, for many of the participants support from 
family was paramount to them, and certainly work and home were not mutually 
exclusive.
Whilst it is useful to reflect upon studies which have examined caring from a broad 
perspective it is also now be valuable to take a more focused approach to some of 
the findings in this study and their relationship with the existing literature. The role of 
emotions in the workplace has been of significant interest to researchers for a 
number of decades (Gofmann, 1969; Strauss, 1982; Hochschild, 1983). In addition 
there has been considerable interest in the role of emotions in nursing care and most 
recently there has been significant attention given in the popular media to the 
perceived lack of care and emotional engagement demonstrated by UK nurses. This 
increasing concern has resulted in an enquiry into the provision of pre registration 
education. There are some interesting alignments between the findings in this study 
and those of the published literature in the nursing field and this provides a more 
focused view on some specific themes as has previously been discussed... The 
nature of the relationships between midwives and women described in this study are 
characterised by varying degrees of involvement. Midwives described moving along a 
continuum where they found themselves connecting or detaching from women, 
vacillating between a ‘woman’ to ‘woman’ connection and a ‘professional’ to ‘client’ 
encounter. All of the midwives in the study were female and it is interesting to note
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that all ascribed to the view that the care they gave when they were deeply involved 
with the women in their charge was on a ‘woman’ to ‘woman’ basis. This is of interest 
as the debate around the gendered nature of caring has been well documented 
(Hochschild, 1983; Taylor and Tylor, 2000; Allan, 2009). The mid wives in this study 
this study describe levels of involvement which sometimes result in a close almost 
intimate relationship and exceed the confines of a professional encounter. The 
nature of these descriptions aligns with the gendered description of caring outlined by 
Adams (2000) who described professional relationships as characterised by 
autonomy, expertise and self discipline which he viewed as male traits. However 
these mid wives describe behaviours which were more closely aligned to Adam’s 
(2000) description of female gendered notions of caring namely nurturing, empathy 
and support. Yet drawing such parallels could be viewed as somewhat simplistic 
given that all the participants were female. Perhaps this is a good example of Allan’s 
(2009) assertion that the credence given in the literature to the gendered nature of 
caring as a female activity is actually a result of the lack of a male narrative. Indeed 
one of the limitations of this study is that it only reflects the experiences of female 
midwives and does not give a balanced view by taking into account the experiences 
of an increasing number of male midwives.
Midwives found caring for women to be an intensely emotional enriching experience 
but such experiences had the potential to result in emotional exhaustion and 
midwives set individual boundaries to their involvement in order to limit the personal 
impact of these encounters. Midwives describe instances where these personally 
defined boundaries are exceeded and the emotional impact this has upon them in 
both their personal and their professional lives. These findings mirror the assertions 
of Hochschild (1983) and Kahn (1993) who propose that emotional labour can have 
negative connotations for the individuals concerned. For some of the mid wives in this 
study the impact of this emotional work spilled over into their private lives leaving
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them feeling numb and detached, and one instance leading them to resign from their 
post. The management of emotion in this study certainly reflected the work of Bolton 
(2000) with many mid wives describing their interactions with women in terms of social 
and statutory behavioural norms. The interesting juxtaposition to this which was 
evident from mid wives stories was their desire to give of themselves in a 
philanthropic way as described by Bolton (2000) and the intense satisfaction they 
obtained from caring in this way. Midwives described caring relationships that were 
typified by strong emotional involvement as being mutually beneficial and these 
relationships personified what it meant to care but often at a personal cost. There 
was clear tension between the professional requirement to provide care and the more 
personal philanthropic nature of some caring relationships, a tension which is 
emulated in the literature by both Downe (1990) and Bolton (2000). It is this 
seemingly unmanageable conflict which midwives struggle to manage in their day to 
day practice and maybe it is this uncertainty that permeates their mentorship of 
midwifery students and their subsequent understanding of what it means to care.. in 
the past the professional role of the midwife had a strong influence over the nature of 
care and the way it was taught but the clear delineation between professional and 
personal seems to either no longer exist or is at least blurred in the experiences of 
midwives within this study . Maybe by connecting with women on an emotional level 
midwives leave themselves more vulnerable than they were in the past and maybe it 
is this aspect of learning to care which now requires greater emphasis within both pre 
and post registration education provision. The emphasis on the acquisition of skills 
based upon the technical rationale view of care has been at the heart of our efforts to 
improve outcomes in high risk obstetric emergencies but perhaps this has occurred 
to the detriment of the notion of care as professional artistry as described by Fish 
and Coles(1988).
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Having considered the role of emotional labour and its impact on care in obstetric 
emergencies it is now be useful to compare the experience of care as it has been 
described by mid wives within this study with the work that has been published 
examining women’s experiences of care in obstetric emergencies. Whilst several 
studies have examined women’s perceptions and experiences of traumatic birth 
(Crompton, 2003; Beck, 2004, 2006; Goldblatt, 2009) only one study has specifically 
examined women’s experiences of obstetric emergencies in labour (Mapp and 
Hudson, 2005). The themes identified by women were quite different to those of 
mid wives within this study. In particular the emphasis on involvement and the notion 
of the importance of emotional involvement which was prevalent in the midwives 
experiences was largely absent in lived experiences of women. It is interesting to 
note that women sought emotional support not from their midwives but from their birth 
partners whilst mid wives in this study viewed emotional engagement with women as 
a pivotal element of caring in obstetric emergency .Mapp and Hudson(2005) also 
described a theme which comprised of the expectations of healthcare professionals 
behaviour. This theme contained an expectation that the individuals caring for them 
would behave in a professional manner and whilst the published research paper 
contains limited primary data this seemed to relate to their technical abilities to 
perform care to a safe standard and the importance of continuity of care. Neither of 
these areas had particular prominence in this study although it could be argued that 
continuity of career in some way reflects the involvement theme described by 
mid wives. A further theme in the paper was that of good communication an area that 
has been mirrored in aligned studies which describe what women want from care in 
labour (Beck, 2004). In contrast Winfield- Manogin’s (2000) study of women’s 
expectations of caring behaviours in traumatic birth focused almost entirely on the 
technical competence. It would seem that whilst women value good communication 
and technical competence as important elements in their care mid wives in this study 
by contrast seem to be focused on the emotional aspects of the care they provide in
104
terms of their involvement with and valuing of women in for whom they care. Whilst 
there is some overlap between these themes the contrast in emphasis is stark and 
leads one to question whether the midwives in this study were striving to provide 
something which the women in their care did not deem important
Conclusion and Implications for Practice
In focusing efforts on the achievement of professionai competence and skills 
acquisition we seem to find ourselves with a model of practice which can deliver the 
desired clinical outcome but takes little account of the emotional cost for the midwife 
and mother in her care. It would seem that the assumption that those engaged in 
professionai practice are able to navigate the inevitable emotional conflicts it creates 
utilising the boundaries and framework set out in their professionai codes of practice 
has been overstated and there is now a need to ensure that emotional work is 
recognised and integrated into the training and support that is given to all of those 
involved. It is not to say that mid wives are not able to, and indeed do, maneuver 
through these tensions to a positive end point but rather to raise awareness that 
some colleagues and in particular Junior colleagues may require extra support in this 
area of their practice.
It would seem that whilst women value good communication and technical 
competence as important elements in their care midwives in this study by contrast 
seem to be focused on the emotional aspects of the care they provide in terms of 
their invoivement with and valuing of women in for whom they care. Whiist there is 
some overlap between these themes the contrast in emphasis is stark and leads one 
to question whether the midwives in this study were striving to provide something
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which the women in their care did not deem important. If technical competence is 
what women desire then certainly the current preparation of midwives goes a iong 
way to providing this. However whiist technical competence and skills acquisition 
appeared in midwives accounts it was of minor importance when compared to the 
themes of involvement and valuing and respecting women. The difference in the 
narrative of what women want and what midwives experience as important is hugely 
important. Whiist this study oniy represents the experiences of 11 midwives it has 
resonance with the themes on caring and emotional involvement contained within the 
nursing literature, but it is at odds with some of the work on emotional labour in 
midwifery and the views of women on care in difficult birth as seen in a number of 
studies.
If we are to effectively prepare and support midwives to undertake this important 
aspect of their practice we cannot ignore the challenges this group of mid wives have 
described albeit that they do not directly align previously published related literature
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